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THE  TEETH  AND  GUMS. 

Delayed  dentition  and  the  eruption  of  badly  formed  teeth 
may  result  from  rickets  or  congenital  syphilis. 

Caries  of  the  teeth  results  from  many  conditions,  notably 
an  unnatural  softness  of  the  teeth,  lack  of  cleanliness,  the 
use  of  certain  drugs,  dyspepsia,  and  diabetes. 

Hutchinson^s  Teeth. — The  lateral  incisors  of  the  upper 
jaw  are  pegged,  and  the  central  incisors  of  the  same  jaw 
have  convex  sides  and  crescentic  notches  on  their  cutting- 
edges.  These  peculiarities  indicate  hereditary  syphilis,  and 
are  noted  only  in  the  permanent  teeth. 

A  blue  line  on  the  gums  near  the  insertion  of  the  teeth 
usually  indicates  chronic  lead-poisoning.  Copper-  and 
silver-poisoning  occasionally  produce  similar  lines. 

Spongy,  bleeding  gums  are  often  associated  with  scurvy. 
Swelling  of  the  gums,  with  tenderness  and  salivation,  is 
indicative  of  mercurial  poisoning  (ptyalism). 

THE  TONGUE. 

Pur  on  the  Tongue. — This  consists  for  the  most  part  of 
accumulated  epithelial  cells,  particles  of  food,  and  micro- 
organisms, and  occurs  in  a  great  variety  of  diseases,  both 
local  and  general. 
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DISEASES  OF  THE  D/GEST/l'E  SYSTEM 


A  light,  uniform  coat  is  often  noted  in  health,  particul 
in  those  who  sleep  with  the  mouth  open.  Other  causal 
conditions  are:  (i)  Febrile  diseases.  (2)  Dyspepsia.  (3) 
Catarrhal  conditions  of  the  nose  and  throat.  Very  little 
diagnostic  significance  can  be  attached  to  the  appearance  of, 
the  tongue  in  diseases  of^hc  stomach. 

Circumscrihed  funiug  often  indicates  local  disturbance, 
a  jagged  tooth  or  tonsillitis. 

Uuiiateral  furring  may  result  from  disturbed  innervation, 
as  in  conditions  affecting  the  second  and  third  branches  oi 
the  fifth  nerve.  It  has  been  noted  in  neuralgia  of  thos< 
branches,  and  in  fractures  of  the  skull  involving  the  fora- 
men rotundum. 

The  dr\\  dnnvn  and  fissund  tongue  is  noted  in  low  feversj 
as  typhoid  fever,  typhoid  pneumonia,  typhoid  dysentery. 

A  red,  bcify  tongue  is   noted  in   chronic  wasting  diseases 
It  is  of  quite  frequent  occurrence  in  dysentery  and  in  diabetes^ 

The  ** strawberry  tongue'*  is  characterized  by  a  white  fun 
through  which  project  bright-red    and    prominent  papilh 
It  is  seen  in  the  early  stage  of  scarlet  fever. 

DISCOLORATION  OF  THE  TONGUE. 

Bhiek  Tongue  {Nigrities).^T\\\^  is  a  parasitic  affection  oT\ 
the  tongue,  characterized  by  the  appearance  nf  black  patches] 
on  the  center  of  the  dorsum,  with  great  prolongation  of  th< 
fiUiform  papilla?. 

Blnish'biaek  discoloration   of  the  tongue  is  observed  in! 
Addison's  disease. 

leukoplakia  Buccalis. — In  this  condition  there  are  slightly' 
elevated,  smooth,  opaque,  whitish  plaques  on  the  lingual 
or  buccal  mucous  membrane.  There  are  no  subjective 
symptoms.  Excessive  smoking  is  a  common  cause.  Syph- 
ilis appears  to  be  a  factor  in  some  cases. 


TREMOR  OF  THE  TONGUE. 
Trembling  of  the  tongue  is  noted  in  many  conditions;  it 
is  particularly  marked  in  low  fevers  (typhoid),  in  alcoholism, 
and  in  paretic  dementia. 
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FISSURES  ON  THE  TONGUE. 

Fissures  on  the  tongue  may  result  from  severe  glossitis, 
syphilis,  carcinoma,  tuberculosis,  or  the  impact  of  a  jagged 
tooth. 

SCARS  ON  THE  TONGUE. 

Scars  on  the  tongue  often  result  from  syphilitic  lesions  or 
from  the  tooth  wounds  of  epilepsy. 

FETOR  OF  THE  BREATH, 

This  is  often  due  to  local  inflammation,  as  chronic  rhinitis, 
tonsillitis,  etc. ;  to  the  retention  of  decomposing  food,  to 
caries  of  the  teeth,  to  certain  lung  diseases,  especially  gan- 
grene and  bronchiectasis,  to  dyspepsia,  and  to  the  ingestion 
of  certain  foods  or  drugs. 

THE  APPETITE. 

Buiimia,  or  inordinate  appetite,  is  a  common  symptom  in 
nervous  dyspepsia,  hysteria,  diabetes,  and  in  certain  insan- 
ities, notably  in  paretic  dementia.  It  may  be  due  to  intes- 
tinal parasites. 

Anorexia,  or  loss  of  appetite,  is  a  symptom  common  to 
many  conditions. 

Pica  is  a  craving  for  unnatural  articles  of  food,  and  is 
noted  particularly  in  chlorosis,  insanity,  and  pregnancy. 


DYSPHAGIA, 

Dysphagia,  or  difficult  swallowing,  may  result  from:  (i) 
Local  inflammation,  especially  tuberculous  ulceration  of  the 
throat  or  Iar>'nx.  (2)  Stricture  due  to  the  healing  of  an 
ulcer  (corrosive  poisons,  syphilis,  typhoid  fever).  (3)  Can- 
cer of  the  esophagus.  (4)  Spasm  of  the  esophagus  (hy.ste- 
ria).  (5)  A  foreign  body.  (6)  Pressure  on  the  esophagus 
(aneurysm,  mediastinal  tumor,  enlarged  glands,  pericardial 
effusion).  (7)  Paralysis,  local,  as  in  diphtheric  paralysis  ;  or 
centriCf  as  in  bulbar  disease. 
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VOMITING,  OR  EMESIS. 


Etiology. — (l)  Toxic,  from  ptomains,  drugs,  uremia, 
and  the  specific  fevers.  (2)  Ceatric  disease,  as  cerebral 
tumors  and  meningitis;  this  type  is  often  unaccompanied 
with  nausea,  and  does  not  relieve  the  associated  headache. 
(3)  Diseases  of  the  stomach,  as  ulcer,  cancer,  dilatation, 
catarrh,  etc.  (4)  Reflex,  a.s  from  pregnancy,  uterine  or 
ovarian  disease,  irritation  of  the  fauces,  worms,  biliary  colic, 
etc.  (5)  Intestinal  obstruction :  this  is  often  fecal.  (6)  Dis- 
turbed cerebral  circulation,  as  in  swinging  and  in  sea-sick- 
ness. (7)  Certain  nervous  affections,  as  hysteria,  migraine. 
(8)  Periodic  vomiting  may  be  in  itself  a  neurosis,  or  may  be 
associated  with  the  gastric  crises  of  locomotor  ataxia.  (9) 
Elsophageal  vomiting  results  from  obstruction,  and  the  vomit 
is  alkaline  in  reaction. 


THE  VOMIT. 


Watery  or  mucous  vofnil  is  noted  in  chronic  gastritis,  i 
certain  forms  of  nervous  dyspepsia,  in  cerebral  discasi 
and  after  persistent  emesis,  as  in  cholera. 

Bilious  or  green  vomit  is  not  diagnostic  of  any  special 
condition ;  it  may  occur  in  any  case  in  which  there  are 
persistent  vomiting  and  retching. 

Bloody  Vomit  {Hematemesis), — For  causes,  see  page  62. 
When  present  in  large  amount,  the  blood  can  usually  be 
recognized  by  the  unaided  eye;  small  amounts  may  be 
detected  by  the  microscope,  by  the  spectroscope,  or  by 
chemical  tests. 

Test  for  Blood. — Evaporate  some  of  the  filtered  coffee- 
grounds  vomit  in  a  watch-glass,  scrape  off  some  of  the  dried 
material;  add  a  trace  of  finely  pulverized  salt;  place  the 
mixture  on  an  object-glass,  and  cover.  Allow  one  or  two 
drops  of  glacial  acetic  acid  to  run  under,  and  again  evapo- 
rate; when  dry,  allow  one  or  two  drops  of  distilled  water 
to  flow  under  to  dissolve  the  crystals  of  salt.  Under  the 
microscope  brown  rhombic  crystals  of  hcmatin  appear 

Purulent  vomit  may  result  from  the  rupture  of  an  abscess 
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into  the  esophagus  or  stomach  or  from  phlegmonous  gas- 
tritis. 

F^cai  vomit  {stercoraceous  Tomit)  indicates  intestinal  ob- 
struction or  a  gastro-colic  fistula,  the  result  of  ulcer  or 
cancer     It  is  recognized  by  its  odor  and  appearance. 

Pro/usi  Vomii, — The  ejection  of  large  quantities  of  frothy 
fermented  material  is  highly  significant  of  gastric  dilatation. 

Vomiti/tg  witlwut  nausea^  distress,  or  other  gastric  phe- 
nomena occurs  in  certain  neuroses  of  the  stomach,  in 
hysteria,  uremia,  and  in  brain  disease,  as  tumor  or  as  a 
precursor  of  apoplexy. 

EXAMINATION  OF  THE  GASTRIC  CONTENTS, 

The  test-breakfast  of  Ewald  and  Boas  consists  of  a  roll 
and  from  lo  to  14  fluidounces  of  water  or  weak  tea.  It  is 
given  in  the  morning  on  an  empty  stomach,  and  is  removed 
in  one  hour  by  aspiration  or  expression.  The  roll  should 
be  thoroughly  masticated.  This  breakfast  affords  the  most 
satisfactory  means  of  determining  the  secretory  activity  of 
the  stomach.  Riegels  test-meal,  however,  is  better  adapted 
to  determining  tlie  total  functional  activity  of  the  stomach. 
It  consists  of  a  plate  of  meat-broth,  a  beef-steak  weighing 
from  5  to  7  ounces,  \\  ounces  of  mashed  potatoes,  and  a 
roll.  The  contents  are  removed  in  three  or  four  hours  after 
the  ingestion  of  the  meal. 

Test  for  Free  Acids.— Filter-paper  soaked  in  a  solu- 
tion of  Congo-red  and  dried  turns  blue  in  the  presence  of 
free  acids.  A  .saturated  alcohohc  solution  of  tropeolin  00 
turns  from  a  brownish  yellow  to  a  dark  brown  when 
brought  in  contact  with  fluids  containing  free  acids. 

Qualitative  Tests  for  HCl.— Gijnzburg'.s  phloroglu- 
cin-vanillin  test  will  react  with  i  part  of  HCl  in  l5,OCX) 
parts  of  water.  The  solution  consists  of  2  parts  of  phloro- 
glucin,  I  part  of  vanillin,  and  30  parts  of  absolute  alcohol. 
When  a  few  drops  of  this  solution  are  heated  with  an  equal 
quantit^'of  the  filtrate  contained  in  a  porcelain  dish,  a  beau- 
tiful red  color  appears  at  the  margin  of  the  fluid.  Boas 
states  that  the  test  is  still  more  delicate  when  ICX3  parts  of 
80  per  cent,  alcohol  are  substituted  for  the  30  parts  of 
absolute  alcohol 
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Boas'   rcsorcin-sugar  test  gives  a  similar 
reagent  consists  of  5  parts  of  resorcin, 
and  100  parts  of  diluted  alcohol. 

Total  Acidity. — This  is  determined  by  allowing  a  deci- 
normal  alkali  solution  (water,  10  ex.;  potassium  hydrate, 
56  nig.)  to  flow  from  a  buret,  drop  by  drop,  into  a  beaker 
containing  10  c.c.  of  filtered  gastric  juice,  to  which  have 
been  added  as  an  indicator  two  drops  of  a  i  per  cent,  alco- 
holic solution  of  phcnulphthalein.  The  lest  is  completed 
when  the  red  color  produced  no  longer  disappears  on  shak- 
ing the  solution.  Ten  c.c.  of  normal  gastric  juice  usually 
require  from  4  to  6.5  c.c.  of  the  standard  alkali  solution. 

Since  I  c.c.  of  the  alkali  solution  is  equivalent  to  0.00364 
gram  of  HCl,  it  folk>ws  that  the  percentage  of  the  latter  in 
a  given  specimen  will  equal  the  number  of  cubic  centimeters 
of  the  alkali  solution  required  multiplied  by  10,  and  again 
by  0.00564. 

Qtiantitative  Test  for  Free  Hydrochloric  Acid. — 
Mini::'s  Color  Method. — To  10  c.c.  of  the  filtrate  add  a  dcci- 
normal  solution  of  sodium  hydrate  from  a  buret  until 
droplet  (removed  with  a  platinum  loop)  of  the  fluid 
longer  reacts  with  Gunzburg's  reagent, 
cubic  centimeters  of  the  alkaline  solution 
by  10  and  then  by  0.00364,  gives  the  percentage  of  free 
hydrochloric  acid.  This  method,  which  is  sufficiently  accu- 
rate for  clinical  purposes,  is  based  upon  the  supposition 
that  the  alkali  first  unites  with  the  free  acid  before  it  afiects 
the  acid  in  organic  combinations. 

Test  for  I^actic  Acid.— The  presence  of  lactic  acid  in 
the  stomach-contents  simply  indicates  the  existence  of  sub- 
acidity  and  nf  stagnation.  These  two  conditions  are  never 
so  constantly  present  nor  so  intense  as  in  carcinoma  (Riegel). 
When  free  HCl  is  present  in  sufficient  quantities,  it  is  unnec- 
essary to  test  for  lactic  acid. 

UfTclmann  recommends  a  mixture  of  10  c.c.  of  a  4  per 
cent,  carbolic  acid  solution  and  20  c.c.  of  distilled  water,  to 
which  is  added  one  drop  of  the  official  liquor  fcrri  chloridi. 
This  makes  a  clear  amcthyst-blue  solution.  The  reagent 
must  always  be  prepared  at  the  time  of  making  the  test. 


a 

no 

The  number  of 
used,   multiplied 


EXAM/XATIOAT  OF  THE   GASTRIC  CONTENTS. 


n 


If  the  solution  turns  yellowish  green  on  the  addition  of  fil- 
tered gastric  contents,  the  presence  of  lactic  acid  is  demon- 
strated. As  the  blue  serves  only  as  a  contrast  color,  a  very 
dilute  solution  of  iron  chlorid  alone  (one  drop  of  liquor  ferri 
chloridi  in  50  c.c.  of  distilled  water)  suffices.  As  other  sub- 
stances, such  as  sugar,  alcohol,  acid  phosphates,  etc.,  give  a 
somewhat  similar  reaction,  the  test  is  made  more  reliable 
by  exhausting  the  gastric  filtrate  with  pure  ether  ( 10  vol.), 
evaporating  the  ether,  and  adding  the  reagent  to  an  aqueous 
solution  of  the  residue. 

Test  for  Acetic  Acid. — This  acid  may  be  detected  by 
its  odi)r.  The  production  of  a  blood-red  color  on  the 
addition  of  a  neutral  solution  of  ferric  chlorid  to  an  aqueous 
solution  of  the  ethereal  extract,  which  has  been  neutralized 
with  sodium  carbonate,  also  indicates  the  presence  of  acetic 
acid. 

Test  for  But3rric  Acid. — This  acid  strikes  a  brownish- 
yellow  color  with  Uffclmann's  reagent.  Its  odor  is  also 
characteristic. 

Tests  for  Rennet  and  Rennet  Zj^mogen. — Rennet. 
— Add  5  c.c.  of  filtrate,  which  has  been  exactly  neutralized 
with  a  decinormal  alkaline  solution,  to  an  equal  quantity  of 
neutral  raw  or  boiled  milk,  and  keep  the  mixture  at  a  tem- 
perature of  about  100°  F.  If  a  flocculent  coagulate  forms 
in  from  ten  to  thirty  minutes,  the  presence  of  rennet  is 
revealed. 

Bennet  Zymogen. — Render  C  c.c.  of  filtrate  very  slightly 
alkaline  with  a  1  per  cent,  solution  of  sodium  bicarbonate, 
add  about  2  c.c.  of  a  i  per  cent,  solution  of  calcium  chlorid, 
then  mix  with  an  equal  quantity  of  pure  milk,  and  keep  the 
mixture  at  a  temperature  of  loo**  F.  If  z>miogen  is  present, 
coagulation  occurs  in  the  usual  time. 

Test  for  Pepsin.— If  free  hydrochloric  acid  is  present, 
the  presence  of  pepsin  in  sufficient  quantities  may  be  as- 
sumed. To  determine  the  presence  of  pepsin,  pour  10 
c.c.  of  filtrate  into  a  test-tube.  If  free  HCI  is  absent,  add 
a  sufficient  quantity  of  acid  to  cause  the  appearance  of 
the  Congo  reaction.  Drop  discs  (1.5  mm.  thick  and  10  mm, 
in  diameter)  of  hard-boiled  ^^^  into  the  mixture,  and  put 
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the  test-tube  into  the  thermostat  at  ioo°  F.  If  sufficient 
pepsin  is  present,  the  discs  will  be  completely  dissolved  in 
from  one-half  to  one  hour. 

Test  for  Carbohydrates.— When  starch  digestion  is 
arrested  too  early,  as  in  cases  of  excessive  secretion  of  HCI, 
Lugol's  solution  gives  a  blue  or  purple  coloration  with  the 
gastric  contents.  Complete  absence  of  color  reaction  indi- 
cates very  active  starch  digestion  (subacidity). 

The  Absorptive  Power  of  the  Stomach.— Tliis  is 
usually  determined  by  the  time  required  for  free  iodin  to 
appear  in  the  saliva  after  the  ingestion  of  potassium  iodid. 
The  saliva  is  received  on  filter-paper  impregnated  with 
starch,  a  drop  or  two  of  fuming  nitric  acid  is  then  added, 
and  the  appearance  of  a  blue  color  proclaims  the  presence 
of  iodin.  Normally  the  saliva  should  yield  the  reaction 
for  iodin  in  from  ten  to  fifteen  minutes  after  the  ingestion 
of  a  capsule  containing  o.  I  gram  of  potassium  iodid.  Care 
must  be  taken  that  none  of  the  drug  adheres  to  the  outside 
of  the  capsule.  This  test  cannot  be  regarded  as  being  very 
rehable. 

The  Motor  Power  of  the  Stomach. — Ewald  has 
suggested  the  use  ol  salol,  which  escapes  from  the  stomach 
into  the  intestine,  where  it  is  broken  up  into  salicylic  acid 
and  phenol.  Normally  salicyluric  acid  appvears  in  the  urine 
in  from  forty  to  sevent>'-five  minutes  after  the  ingestion  of  I 
gram  of  salol.  Filter-paper  moistened  with  urine  containing 
salicyluric  acid  assumes  a  violet  color  when  treated  with  a 
lO  per  cent,  ferric  chlorid  solution. 

Riegel's  test  is  more  reliable.  If  it  is  found  that  seven 
hours  after  a  test-meal  of  broth,  beef-steak,  mashed  pota- 
toes, and  a  roll  (see  p.  2i)  much  food  is  still  left  in  the 
stomach,  the  motor  power  is  reduced. 

No  remains  of  the  tcst^reakfast  should  be  found  after 
two  hours. 

If  much  water  i.s  recovered  in  one  and  one-half  hours 
after  the  ingestion  of  500  c.c.  of  cool  water,  there  is  motor 
insufficiency,  probably  the  result  of  muscular  weakness,  and 
not  retention  from  pyloric  obstruction. 
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AODITY  OF  THE  GASTRIC  CONTENTS. 

Normal  acidity  is  due  to  hydrochloric  acid,  but  other 
acids  arc  frequently  formed  during  the  digestive  process, 
such  as  lactic,  butj^ric,  and  acetic  acids.  The  quantit)'  of 
hydrochloric  acid  in  normal  gastric  juice  varies  from  0.14 
to  0.2  per  cent.,  more  acid  being  secreted  after  a  heavy  meal 
than  after  a  lii^ht  one. 

Hjrperacidity  (h3rperclilorhydria)  results  from  a 
variety  of  causes.  Early  life,  the  nervous  temperament, 
mental  overexertion,  and  the  f>ersistent  use  of  highly  sea- 
soned foods  are  general  predisposing  factors.  It  is  fre- 
quently present  in  neurasthenia  and  in  hysteria.  It  may 
attend  the  gastric  crises  ofloconiotor  ataxia.  It  may  result 
from  the  abuse  of  tobacco.  It  is  present,  as  a  rule,  in  ulcer 
of  the  stomach.  It  is  a  common  symptom  in  chlorosis.  It 
sometimes  occurs  in  cholelithiasis  and  in  nephrolithiasis. 

Subacidity  and  Anacidity  (Hjrpochylia  Gastrica 
and  Achylia  Gastrica). —  Decreased  secretion  of  gastric 
juice  is  seen  in  chronic  gastritis;  in  gastric  cancer;  in 
atrophy  of  the  gastric  tubules;  in  passive  congestion  of  the 
stomach;  often  in  febrile  diseases;  often  in  severe  anemia; 
and  in  certain  neuroses,  as  neurasthenia,  hysteria,  and  some 
forms  of  nervous  dyspepsia. 

RUMINATION,  OR  MERYOSMUS. 

Rumination  is  a  condition,  rarely  observed  in  man,  in 
which  the  food  is  regurgitated  from  the  stomach  and  sub- 
jected to  a  second  mastication.  It  is  the  result  of  a  neurosis, 
and  is  generally  foimd  in  association  with  hysteria,  epilepsy, 
neurasthenia,  or  idiocy.  It  is  sometimes  hereditary  or 
acquired  by  imitation. 

HICCUP. 

Hiccup,  or  singultus,  results  from  a  clonic  spasm  of  the 
diaphragm,  and  is  often  noted  as  a  temporary  condition  after 
eating  or  drinking.  Persistent  hiccup  is  sometimes  present 
in  extreme  exhaustion  following  acute  or  chronic  diseases. 
It  may  also  result  from  irritation  of  the  phrenic  nerve,  as 
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from  the  pressure  of  a  thoracic  aneurysm.  It  may  be  reflex 
from  stomachic,  hepatic,  intestinal,  or  peritoneal  disease.  It 
may  be  due  to  hysteria. 

ABDOMINAL  PAIN  AND  TENDERNESS. 

Diffuse  abdominal  tendirness  is  noted  in  peritonitis,  in 
hysteria,  and  in  rheumatism  of  the  abdominal  muscles. 

Persisteut  abdominal  pain  results  from  the  various  visceral 
diseases,  chronic  peritonitis,  abdominal  aneurysm,  and  dis- 
ease of  the  spinal  vertebra;. 

Colic  is  a  painful  spasm  of  a  mucous  canal.  The  com- 
mon varieties  arc  biliary,  intestinal,  renal,  uterine,  and 
pancreatic. 

Painful  defecation  results  from  constipation,  anal  fissure^, 
dysentery,  piles,  ulceration,  stricture,  prolapse  of  the  rectum, 
and  inflammatory  conditions  of  neighboring  organs,  as  the.' 
uterus  or  prostate  gland. 

THE  STOOLS. 

Blood  in  the  Stools  {^Entrorrkagia  or  Melend), — The  blood 
is  nearly  normal  in  appearance  after  profuse  hemorrhages, 
or  when  it  has  been  quickly  discharged,  as  in  piles  and 
fissure.  Retained  blood  imparts  a  black  or  tarry  appear- 
ance to  the  stools. 

Melena  results  from  :  (i)  Traumatism  ;  (2)  acute  inflam- 
mation of  the  bowels,  as  in  enteritis  and  dysentery ;  (3J 
passive  congestion,  as  in  chronic  heart  and  liver  disease  ;  (4) 
vicarious  menstruation  (extremely  rare);  (5)  blood  dyscrasia, 
as  in  scurvy,  purpura,  infectious  fevers,  etc.;  (6)  rupture  of 
an  aneurysm  ;  (7)  ulcers  in  the  intestines,  as  simple  duodenal 
ulcers,  typhoid,  dy.senteric,  tubercular,  or  malij:;;nant  ulcers; 
(8)  intussusception  ;  (9)  the  passage  of  blood  from  the 
stomach  in  hematcmesis ;  (10)  hemorrhagic  infarction  of 
the  bowel  from  emboli.sm  or  thrombosis  of  the  mesenteric 
artery  ;  (11)  piles,  fissure,  fistula. 

Watery  or  serous  stools  are  noted  in  choleraic  diseases,  in 
nervous  diarrhea,  in  the  colliquative  diarrhea  which  termi- 
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nates  wasting  diseases,  in  severe  enteritis,  and  in  corrosive 
poisonin*;,  as  by  arsenic  or  antimony. 

Grci'H  stools  may  result  from  an  excessive  amount  of  bile. 
They  are  also  common  in  the  diarrheas  of  young  children, 
and  in  these  cases  the  green  color  may  be  due  to  bacterial 
growth  (Hayem)  or  to  an  alkaline  condition  of  some  part 
of  the  intestinal  canal  (Pfeiffer). 

Black  stools  follow  intestinal  hemorrhage  and  the  use 
of  certain  drugs,  as  charcoal,  bismuth,  iron,  tannin,  etc, 

Rtd  stoois  usually  indicate  blood,  but  they  may  be  tinged 
red  after  the  administration  of  hematoxylin  (logwood). 

Mucous  stoois  arc  noted  in  intestinal  catarrh,  particularly 
when  the  lower  bowel  is  affected,  as  in  enterocolitis  and 
dysentery. 

Fatty  stoois  result  from  the  ingestion  of  large  quantities 
of  fats,  from  the  absence  of  bile,  and  from  chronic  pancre* 
atic  diseases. 

Pnruifnt  stoois  result  from  fistula  in  ano,  dysenteric,  syph- 
ilitic, or  malignant  ulceration,  or  the  rupture  of  abscesses 
into  the  bowel,  as  prostatic  and  pelvic  abscesses. 

Lientfric  stoois,  those  which  contain  much  undigested  food. 
are  noted  in  inflammatory  conditions  of  the  stomach  and 
upper  bowel. 

ABDOMINAL  DISTENTION. 

Causes. — (l)  Enlargement  of  the  various  organs  from 
tumors  or  other  causes.  Recognized  by  the  history,  irregu- 
lar enlargement,  and  special  symptoms  referable  to  the 
organ  affected.  (2)  Ascites.  Recognized  by  movable  dul- 
ness  with  superincumbent  tympany,  and  fluctuation.  (3) 
Chronic  peritonitis  (tuberculous  or  cancerous)  with  effusion. 
Recognized  by  the  history,  progressive  emaciation,  presence 
of  a  primary  lesion  elsewhere,  and  detection  of  tumor-like 
masses,  with,  perhaps,  pain  and  tenderness.  (4)  Tympanites. 
Recognized  by  universal  tympany  on  percussion.  (5)  Preg- 
nancy. Recognized  by  suppression  of  menses,  morning 
cmesis,  pigmentation  of  mammary  areola,  softening  of  the 
cervix,  intermittent  uterine   contractions^  etc.     (6)  Distcn- 
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tion   of  the  bladder.     Recognized  by  tlie  history,  location 
of  dulness,  and  results  of  catheterization. 

STOMAXmS. 

Definition, — Intlanunatioii  vi  the  muuth. 

Btiolog^. — (i)  Mechanical,  chemical,  thermal,  or  para- 
sitic irritation.  (2)  Mercurial  poisoning.  (3)  Cachectic 
states,  as  in  phthisis,  cancer,  and  diabetes.  (4)  It  is  most 
commonly  seen  in  young  children  tn  association  with  gas- 
tro-intestinal  disturbances,  brought  about  by  artificial  feed- 
ing, warm  weather,  and  bad  hygienic  surroundings. 

Varieties. — (\)  Catarrhal.  (2)  Aphthous.  (3)  Ulcera- 
tive. (4)  Parasitic  (thrush).  (5)  Gangrenous.  (6)  Mer- 
curial. 

General  Symptoms. — Heat  and  pain  in  the  mouth,  in- 
creased flow  of  sahva,  fetor  of  the  breath,  restlessness,  lan- 
guor, disinchnation  to  nurse,  and  perhaps  some  fever. 

CATARRHAL  STOMATITIS. 

(Simple  Stomatitis.) 

Sjrmptoms. — General  symptoms  of  stomatitis,  and,  on 
inspection,  a  diffuse  red  swelling  of  the  mucous  membrane. 

Treatment. — The  cause  must  be  removed.  Errors  of 
hygiene  should  be  corrected.  The  diet  and  the  state  of  the 
alimentiry  tract  should  receive  careful  attention.  The 
mucous  membrane  of  the  mouth  should  be  washed  at  fre- 
quent intervals  with  cool  antiseptic  solutions.  In  mild 
catarrhal  stomatitis  a  solution  of  boric  acid,  5  to  10  grains  to 
the  ounce,  will  suffice.  In  obstinate  cases  the  mouth,  after 
being  carefully  cleansed,  may  be  lightU'  i>ainted  with  a  solu- 
tion of  silver  nitrate,  4  grains  to  the  ounce. 

APHTHOUS  STOMATITIS. 

(Follicular  Stomatitis ;  Vesicular  Stomatitis.) 

Symptoms. — General  symjjtoms  of  sitimatitis,  and,  on 

inspection,  numerous  small  white  vesicles   on  the  cheeks, 

lips,  and  tongue;  these  vesicles  soon  break,  and  leave  little 

shallow  ulcers  with  a  red  areola. 


STOMA  77  r/S. 

Prognosis.— Good. 

Treatment, — The  same  as  for  catarrhal  stomatitis, 
following  application  is  useful : 

B-     Acidi  botici  ....  ■•£*■.  x-xx 

Glycerini   ...  (^ss 

Aqu.r .     q.  5.  ad  f^j. — M. 


29 


The 


ULCERATIVE  STOMATITIS. 

This  is  thought  by  some  to  be  an  infectious  disease,  be- 
cause it  often  occurs  in  epidemics,  and  may  attack  both  chil- 
dren and  adults  when  congregated  and  subjected  to  bad 
hygienic  conditions. 

Symptoms. — General  symptoms  of  stomatitis. 

Inspection, — The  gums  of  the  lower  jaw  are  chiefly 
affected.  They  are  swollen,  red,  and  spongy.  Linear 
ulcers,  with  gray,  sloughing  bases,  soon  form,  and  may 
extend  to  the  check.  The  glands  under  the  jaw  arc 
swollen.  In  severe  cases  loosening  of  the  teeth  and  necro- 
sis of  the  bone  may  follow. 

Pro^osis. — Guardedly  favorable. 

Treatment. — Hygienic  conditions  must  be  improved. 
Potassium  chlorate  is  almost  a  specific.  It  should  be  used 
both  locally  and  internally.  The  dose  for  a  child  of  three 
years  is  from  i  to  3  grains,  well  diluted,  every  three  hours. 
The  ulcers  may  be  painted  with  a  solution  of  silver  nitrate, 
10  grains  to  the  ounce.  Tonics,  like  quinin  and  iron,  are 
called  for  in  some  instances. 


PARASITIC  STOMATITIS. 
(Thrush;  Mtiguet.) 

Exciting  Cause.— Oidium  albicans. 

Symptoms. — General  symptoms  of  stomatitis,  and,  on  in- 
spection, numerous  milk-white  elevations  which,  on  removal, 
leave  a  raw  surface.  The  disease  may  extend  to  the  phar- 
ynx, esophagus,  and  larynx.  Microscopic  examination  re- 
veals the  fungus. 

Prognosis, — Good. 

Treatment. — Everything  that  comes  in  contact  with  the 
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child's  mouth  should  be  rendered  absolutely  clean.     Gas- 

tro-intestinal  derangements  should  receive  attention.  The 
moulh  should  be  cleansed  at  frequent  intervals,  especially 
after  feeding,  with  one  of  the  following  solutions:  Sodium 
bicarbonate  (i  dram  to  5  ounces);  sodium  hyposulphite  (20 
grains  to  i  ounce) ;  potassium  permanganate  (J  grain  to  I 
ounce). 

GANGRENOUS  STOMATITIS. 
(Oancmm  Oris ;  Noma.) 

This  form  is  seen  most  frequently  in  debilitated  children 
between  the  ages  of  two  and  six  years,  and  usually  follows 
one  of  the  specific  fevers,  especially  measles  and  whooping- 
cough.     It  may  be  a  sequel  to  ulcerative  stomatitis. 

Various  micro-organisms  have  been  isolated,  especially 
the  diphtheria  bacillus  and  a  thread-like  parasite  of  the 
leptothrix  type. 

Symptoms. — The  general  symptoms  of  stomatitis  arc 
marked.  The  cheek  is  the  part  usually  affected.*  Exter- 
nally, it  is  swollen,  hard,  red,  and  glazed;  internally  there 
is  noted  an  irregular,  sloughing  ulcer.  Tlie  putrefaction 
causes  an  intensely  fetid  odor.  The  duration  of  the  disease 
is  from  one  to  three  weeks. 

Complications. — Perforation,  septicemia,  lobular  pneu- 
monia from  aspirated  sloughs,  and  diarrhea  from  the  swal- 
lowing of  fetid  material. 

Prognosis. — Grave,  In  the  large  majority  of  cases  (85 
per  cent.)  the  child  dies  from  exhaustion  or  complications. 
Recovery  is  usually  attended  with  deformity. 

Treatment. — The  sloughing  surface  and  the  tissue  im- 
mediately surrounding  it  should  be  promptly  destroyed 
under  anesthesia  with  the  actual  cautery  or  strong  nitric 
acid.  After  the  operation  the  mouth  should  be  cleansed  at 
frequent  intervals  with  a  solution  of  hydrogen  dioxid  (1:3) 
or  of  potassium  permanganate  ( I  percent.).  Concentrated 
nutritious  food,  .stimulants,  and  tonics  are  urgently  indicated. 

I  In  girls  Qoma  sometimes  atucks  the  rolva. 
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MERCURIAL  STOMATITIS. 
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(Ptyalism.) 

This  form  of  stomatitis  is  seen  in  artisans  who  work  in 
mercury,  after  the  administration  of  very  large  doses  of 
mercurials,  and  after  the  administration  of  small  doses  when 
there  has  been  an  unnatural  susceptibility. 

Symptoms. — Premonitory  Symptoms. — Tenderness  of  the 
^unis,  manifested  by  bringinj^  the  teeth  forcibly  together ; 
redness  of  the  gums  near  the  insertion  of  the  teeth,  a 
metallic  taste,  and  an  increase  of  saliva. 

Later  83rmptoms. — Profuse  salivation,  fetor  of  breath,  red- 
ness, swelling,  and  tenderness  of  the  gums.  The  tongue 
may  be  similarly  affected  and  protrude  from  the  mouth. 
In  severe  cases  ulceration  of  the  mucous  membrane.  loss  of 
teeth,  and  necrosis  of  the  jaw  result. 

Treatment. — The  administration  of  mercury  .should  be 
suspended  as  soon  as  the  slightest  tenderness  of  the  gums 
manifests  itself  The  mouth  should  be  frequently  rinsed 
with  a  saturated  solution  of  potassium  chlorate.  In  severe 
cases  the  affected  parts  may  be  painted  with  slightly  diluted 
sulphurous  acid  or  with  a  saturated  solution  of  iodoform  in 
ether.  To  check  the  excessive  flow  of  saliva,  atropin  (j-Jir 
grain)  may  be  given  once  or  twice  a  day.  Morphin  may  be 
required  at  night  to  relieve  pain  and  to  .secure  sleep.  Potas- 
sium iodid  is  recommended  to  aid  in  the  elimination  of  the 
mercury.  Tonics  may  be  needed  to  combat  the  anemia 
and  exhaustion. 
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ACUTE  TONSILUTIS. 

(Amygdalitis.) 


Btiology. — Acute  tonsillitis  occurs  at  all  ages,  but  it  is 
particularly  common  in  youth. 

The  rheumatic  diathesis  exerts  a  predisposing  influence. 
Exposure  to  cold  and  wet  usually  excites  it,  and  such  ex- 
posure is  very  efTcctivc  when  the  system  is  debilitated  or 
the  throat  is  congested  from  improper  use  of  the  voice. 


32 


DISEASES  OF  THE  DIGESTIVE  SYSTEM. 


Impure  air,  as  the  effluvium  from  foul  drains  or  sewei 

apparently  may  cause  it. 

Varieties.— (i)  Simple  or  catarrhal.  (2)  Follicular  or 
lacunar.     ^3)  Phlegmonous  (quinsy). 

Symptoms. — The  chief  symptoms  are  chilhness,  head- 
ache and  backache,  high  fever  (103^-105°  F.).  pain  in  the 
throat,  difficult  deglutition,  an  altered  nasal  voice,  salivation, 
fetor  of  the  breath,  and  swelling  and  tenderness  behind  the 
angles  of  the  jaw. 

In  the  catan-lial  form  the  tonsils  are  uniformly  swollen, 
red,  and  covered  with  tenacious  mucus. 

In  tht  foliiatiar  form  the  tonsils  are  red  and  swollen,  and 
present  little  yellow  spots  on  their  sutfaces.  These  spots 
correspond  to  collections  of  desquamated  and  degenerated 
epithelial  cells  in  the  lacunar  or  cr>'pts  of  the  gland. 
During  convalescence  the  contents  of  the  lacuna:  are  often 
expelled  in  the  form  of  cheesy  pellets  having  a  characteristic 
unpleasant  odor. 

In  xYiQ  phiegyptoftous^orxn  thetonsils  are  extremely  swollen — 
often  so  much  that  they  almost  meet ;  the  pain  is  intense 
and  of  a  throbbing  character.  One  gland  soon  becomes 
larger  than  the  other,  softens,  fluctuates,  and  turns  yellow 
from  suppuration.  Swallowing  is  almost  impossible,  the 
voice  is  lost,  and  breathing  is  difficult. 

Complications. — Albuminuria  is  frequent  Endocar- 
ditis, otitis  media,  and  a  diffuse  cr^'-thcma  occasionally 
occur.  Suffocation  from  rupture  into  the  lar^'nx  and  ulcera- 
tion into  the  carotid  artery  are  extremely  rare  terminations. 

Diagnosis. — Follicular  tonsillitis  must  be  distinguished 
from  scarlet  fever  and  diphtheria. 

Scarlet  Fever. — The  early  and  persistent  vomiting,  the  very 
frequent  pulse,  the  "  strawberry  tongue,*' and  the  peculiar 
punctiform  eruption  will  suggest  scarlatina. 

Diphtberia. — In  this  disease  there  is  an  ashy-gray  mem- 
brane, which  cannot  be  readily  detached,  and  which,  if  re- 
moved forcibly,  leaves  a  bleeding  surface.  The  membrane 
does  not  remain  limited  to  the  tonsils,  but  soon  spreads  to 
the  pillars,  uvula,  and  pharjmx.     In  doubtful  cases  the  only 
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criterion  is  the  presence  or  absence  of  the  Klcbs-Lofflcr 
bacillus. 

Prognosis* — Favorable;  accidents  are  very  rare.  The 
duration  varies  from  a  few  days  in  the  mild  catarrhal  form 
to  a  week  or  more  in  the  phlegmonous  form. 

Treatment. — The  patient  should  be  confined  to  a  warm 
room,  and  if  there  be  much  fever,  to  bed.  A  mild  aperient 
is  indicated  at  the  outset.  The  diet  should  be  light  but 
sustaining.  The  sucking  of  ice  affords  relief  The  most 
reliable  internal  remedies  are  the  salicylic  compounds  and 
sodium  benzoate.  These  should  be  given  in  full  doses  at 
frequent  intervals. 

Ij^.     Aiumouii  SAlicylatis T) 

Syrupi  acacise  .,.,....  iTss 

Aqua:  iucnth.v  piperiia:    .    .    .    ij.  *.  ad  (51IJ. — M. 

Sic— A  Icasjioutiful  every  three  buurs  fur  a  child  of  six  years. 

Guaiac  is  also  recommended.  A  dram  of  the  ammoni- 
atcd  tincture  of  guaiac  may  be  given  in  milk  every  three 
hours.  Febrile  symptoms,  if  pronounced,  may  be  controlled 
by  small  doses  of  phenacetin  or  by  a  combination  of  aconite 
and  spirit  of  nitrous  ether.  The  pain  may  be  so  intense  as 
to  require  the  use  of  opium. 

Local  Treatment.  —  Externally,  cold  applications  aid  in 
bringing  about  resolution  ;  if.  however,  suppuration  be  in- 
evitable, warm  applications  should  be  employed  to  hasten 
the  process.  Antiseptic  sprays,  like  Dobell's  solution  (sec 
p.  ij)  or  a  solution  of  hydrogen  dioxid  (i  :  4).  are  of  de- 
cided benefit.  Direct  applications  to  the  surface  of  the 
glands  of  the  tincture  of  ferric  chlorid,  of  a  saturated  ethe- 
real solution  of  iodoform,  or  of  dry  sodium  carbonate  are 
often  useful. 

U.     piiUusii  chi'mitis V?-  "^"^ 

Tinctursr  ferri  chloridi f^iij 

Glyccrini      fjvj 

Sic— iJsc  locnlly 

Scarificatinn.  followed  by  gargling  with  hot  water,  is 
another  measure  which  frequently  aflfbrds  relief 

Pus  should  be  evacuated  as  soon  as  its  presence  can  be 
3 


34 


DISEASES  OF  THE  DIGESTIVE  SYSTEM. 


detected.  In  the  majority  of  cases  it  is  best  to  make  t,.. 
incision  not  in  the  tonsil  itself,  but  in  the  soft  palate,  a  little 
above  and  to  the  outer  side  of  the  gland. 

HYPERTROPHY  OF  THE  TONSILS, 

Etiology. — Hypertrophy  of  the  tonsils  occurs  most  fre- 
quently in  childhood.  VVhilc  it  is  often  excited  by  repeated 
attacks  of  tonsillitis,  in  some  cases  there  appears  to  be  no 
other  cause  than  a  congenital  predisposition. 

PatholO^. — It  may  be  a  true  liyperlrophy,  but  in  most 
instances  either  the  glandular  structure  or  the  connective 
tissue  predominates  ;  the  firmness  of  the  gland  increases  in 
proportion  to  the  overgrowth  of  the  latter.  The  follicles  are 
often  dilated  and  filled  with  cheesy  material  which  results 
from  the  accumulation  of  fatty  degenerated  ei>ithelium. 
Nasopharyngeal  catarrh,  liypcn>lasia  of  the  lingual  tonsil, 
and  adenoid  growths  in  the  nasopharjnx  are  often  asso- 
ciated conditions, 

Sj^tnptoms. — The  symptoms  consist  in  mouth-breath- 
ing, snoring  during  sleep,  difficult  deglutition,  a  thick  voice 
of  a  nasal  quality,  fetor  of  the  breath,  impairment  of  hear- 
ing, a  listless  expression  of  countenance,  mental  dulness, 
and  malnutrition.  Night-terrors  are  common.  Persistent 
interference  with  breathing  through  the  nose  gives  rise  to 
the  following  deformities:  narrowing  of  the  nostrils,  con- 
traction of  the  superior  dental  arch,  elevation  of  the  hard 
palate,  and,  especially,  a  chest  conlormation  like  that  of 
rickets  {pi^coft-brt-ast). 

Complications. — Hypertrophy  of  the  tonsils  increases 
the  liability  to  acute  catarrh  of  the  nasophar}^nx,  to  follicular 
tonsillitis,  and  to  diphtheria.  Chronic  catarrh  of  the  middle 
ear.  bronchial  asthma,  and  facial  chorea  are  possible  secjuels. 

Prognosis. — Favorable,  if  proper  treatment  be  adopted. 

Treatment. — Attempts  to  reduce  the  enlargement  by 
applying  tincture  of  iodin,  tincture  of  ferric  chlorid,  alum 
and  glycerin,  etc.,  usually  fail.  When  the  glands  are  very 
large  and  the  general  health  is  suffering,  no  time  should  be 
lo.st  in  resorting  to  tonsillectomy.  Pharyngeal  adenoids 
should  also  be  removed. 
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Constitutional  treatment  should  not  be  neglected.  It  in- 
cludes systematic  bathing,  breathing  exercises,  attention  to 
diet  and  clothing,  and  the  administration  of  such  drugs  as 
cod-liver  oil,  hypophosphites,  and  iodid  of  iron. 

PHARYNGITIS. 

ACUTE  PHARYNGITIS. 
(Acute  '*  Sore  Throat  "  ;  Simple  Angina.) 

Definition. — An  acute  catarrhal  inflammation  of  the 
mucous  membrane  of  the  pharynx,  soft  palate,  and  uvula. 
It  is  frequently  associated  with  tonsillitis  and  laryngitis. 

Btiology. — Exposure  to  cold  and  wet  is  the  most  com- 
mon cause.  It  may  be  of  rheumatic  or  gouty  origin.  It 
may  be  excited  by  local  irritants,  such  as  hot  drinks  or  the 
inhalation  of  noxious  gases. 

It  is  also  met  with  in  scarlet  fever,  measles,  and  other 
infectious  fevers. 

Symptoms. — Chilliness,  slight  fever  with  its  associ- 
ated plicnomcna,  stiffness  and  tenderness  of  the  muscles  of 
the  neck,  soreness  in  the  throat,  painful  deglutition,  a  sen- 
sation of  dryness  or  tickling,  and  a  hacking  cough.  Ex- 
tension to  the  larynx  may  cause  hoarseness ;  to  the  car, 
through  the  Eustachian  tube,  deafness.  Inspection  reveals 
a  red  and  swollen  mucous  membrane. 

Prognosis.— Favorable. 

Treatment. — In  mild  cases  a  gargle  of  potassium  chlo- 
rate will  suffice.  In  severe  cases  the  application  to  the 
throat  of  cloths  wrung  out  of  cold  water  proves  grateful. 
The  sucking  of  pieces  of  ice  affords  much  relief.  Gargles 
or  sprays  of  the  distillate  of  hamamelis  (50  per  cent.)  are 
useful.  A  spray  of  menthol,  2  grains  to  the  ounce  of  liquid 
petrolatum,  is  also  efficacious.  Lozenges  containing  cocain 
will  often  relieve  pain  and  allay  the  tickling  sensation  in  the 
throat  The  following  formula,  recommended  by  Bosworth, 
answers  the  purpose  admirably  : 

B.     Cocainx  hydrochloratis gf*  v 

Extracti  fcramcrw    ...  •  Jf-  >j 

Sodii  bicarttonatift  .    .  .    .  gr.  x» 


Exlracti  glycyrrhiMC 
Fiant  Uvichisci  No.  xxx. 
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Internally  a  mild  aperient  may  be  given  at  the  outset. 
Sodium  benzoate  (5  grains  four  times  daily)  has  a  beneficial 
effect.  Helladonna  with  aconite  is  also  recommended.  The 
rheumatic  form  usually  yields  promptly  to  a  mild  salicylic 
preparation  like  salophen  (5  to  8  grains  three  or  four  times 
a  day). 

ANGINA  LUDOVia, 
(Ludwig's   Angina.) 

This  is  a  very  grave  and  ra])id  form  of  phlegmonous 
inflammation  of  the  tissues  about  the  floor  of  the  mouth 
and  sides  of  the  neck.  It  may  occur  in  the  course  of 
various  specific  fevers,  or  it  may  be  excited  by  traumatism 
or  carious  processes  at  the  roots  of  the  teeth.  It  may  end 
in  abscess-formation  or  gangrene,  and  frequently  leads  to 
general  septicemia. 

CHRONIC  PHARYNGITIS. 

Etiology. — Chronic  "sore  throat"  may  result  from  re- 
peated acute  attacks,  fron)  overuse  or  improper  use  of  the 
voice,  or  from  the  prolonged  action  of  irritants,  like  tobacco- 
smoke.  It  is  a  frequent  attendant  upon  chronic  nasal 
catarrh  and  indigestion. 

Varieties.— (i)  Hypertrophic;  (2)  atrophic. 

Symptoms. — The  voice  is  husky,  and  its  use  is  followed 
by  distress;  secretion  is  increased,  so  that  there  is  a  con- 
stant desire  to  clear  the  throat;  disaj^reeable  sensations,  as 
fulness,  tickling,  and  the  like,  are  frj;quently  noted. 

///  tlt€  hypertrophic  fonn  (granular  sore  throat,  clergy- 
man's sore  throat,  chronic  follicular  pharyngitis)  the  mucous 
membrane  is  thick,  swollen,  traversed  by  dilated  veins,  and 
studded  with  numerous  elevations  which  correspond  to  dis- 
tended follicles  and  overgrown  lymphatic  tissue. 

In  the  atrophic  form  (pharyngitis  sicca)  the  mucous  mem- 
brane is  pale,  smooth,  glossy,  and  dry. 

Treatment. — The  removal  of  the  cause  is  of  prime 
importance.  All  sources  of  local  irritation,  such  as  mis- 
use and  overuse  of  the  voice,  mouth-breathing,  excessive 
smoking,  and  intemperance  in  eating  and  drinking,  must  be 
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avoided  Patients  should  be  instructed  to  expel  sounds  by 
the  aid  of  the  diaphragm  and  abdominal  muscles  instead 
of  the  muscles  of  the  throat.  Nasal  obstructions  and  ade- 
noid growths  must  be  removed.  Tiie  habit  of  hawking 
and  scraping  to  clear  the  throat  should  be  rigidly  inter- 
dicted. Digestive  disturbances  should  receive  careful  atten- 
tion. Tonics,  like  iron,  str>'chnin,  and  cod-liver  oil,  arc 
sometimes  required. 

Local  Treatment. — The  nasopharynx  should  be  kept  clean 
by  frequent  spraying  with  an  antiseptic  alkaline  liquid,  like 
DobelTs  solution ; 

Ut .    Sodti  bicarlK>nalis 

Sodii  iKiralis AA  ^.  xv 

Acidi  carbolici  .  gr.  viij 

triyccriiii  .    .  flij 

Aquic    .    .  ...  f^viij. — M. 

Astringent  applications  are  often  of  service;  one  of  the 
following  may  be  employed:  Zinc  sulphate,  5  grains  to  the 
ounce ;  tannin,  1  dram  to  the  ounce  of  glycerin ;  silver 
nitrate,  to  to  20  grains  to  the  ounce.  In  the  follicular 
variety  it  is  advisable  to  destroy  the  enlarged  follicles  by 
means  of  the  galvanocauter)\  after  which  the  astringent 
applications  may  be  made. 

RETROPHARYNGEAL  ABSCESS. 
(Betropharyngeal  Lymphadenitis.) 

This  is  a  suppurative  inflammation  of  the  pharj'ngeal 
lymphatics,  usually  secondar\*  to  one  of  the  specific  fevers, 
to  follicular  tonsillitis,  suppurative  rhinitis,  otitis  media,  or 
to  caries  of  the  ccr\'ical  vertebrae.  It  occurs  especially 
in  children.  It  may  be  recognized  by  pain  in  the  throat, 
dysphagia,  dyspnea,  alteration  in  the  voice,  and  the  detection, 
on  inspection  or  palpation,  of  a  swelling  projecting  from 
the  posterior  pharyngeal  wall. 

Treatment, — As  soon  as  pus  can  be  detected  it  should 
be  evacuated  by  means  of  a  guarded  bistour)%  the  head  of 
the  child  being  held  fopAard  to  prevent  the  escape  of  the 
pus  into  the  larynx. 
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STENOSIS  OF  THE  ESOPHAGUS. 

Varieties. — (i)  Functional  obstruction  due  to  spasm 
(esophagismus).     (2)  Organic  obstruction. 

SPASM  OF  THE  ESOPHAGUS. 
(£sopbagismus . ) 

Etiology, — It  usually  occurs  in  won»en  as  a  manifesta- 
tion of  hysteria.  It  may  occur  as  a  symptom  of  bytiro- 
phobia  or  of  chorea.  It  may  be  due  to  reflex  irritation 
originating  \v\  the  esophagus  itself  or  in  some  distant  organ. 

Symptoms  of  Hysteric  Bsophagismus.— It  is  mani- 
fested by  paroxysmal  dyji[)ha;^ia,  a  sense  of  constriction  in 
the  chest,  and  sometimes  by  choking  and  the  regurgitation 
of  food. 

Diagnosis. — It  may  be  recognized  by  the  age  and  sex 
of  the  patient,  the  paroxysmal  character  of  the  obstruction, 
the  ease  with  which  a  bougie  can  be  passed,  the  presence 
of  emotional  disturbances,  the  absence  of  emaciation,  and 
the  absence  of  any  other  obvious  cause. 

Prognosis. — Good. 

Treatment. — The  underlying  neurosis  should  receive 
appropriate  treatment.  The  systematic  passage  of  a  bougie 
often  results  in  a  cure. 

ORGANIC  ESOPHAGEAL  OBSTRUCTION. 

IStiology.  —  (i)  An  external  tumor  pressing  on  the 
esophagus.  This  is  most  commonly  an  aneurysm.  (2)  A 
tumor  growing  from  the  esophafjeal  wall,  generally  a  can- 
cer. (3)  A  cicatrix  from  ulceration.  The  ulcer  may  be 
due  to  syphilis  or  to  the  ingestion  of  some  corrosive  poison, 
as  a  strong  acid  or  alkali.     (4)  A  foreign  body. 

Symptoms. — The  chief  symptom  is  slowly  increasing 
difficulty  in  deglutition,  with  the  regurgitation  of  food. 
The  esophagus  is  often  much  dilated  above  the  constric- 
tion, and  the  food  may  collect  in  the  pouch  thus  formed, 
so  that  regurgitation  may  be  delayed  for  several  hours. 
The  passage  of  a  bougie  meets  with  a  permanent  obstruc- 
tion.    There  is  much  loss  of  flesh. 
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Dia^osis. — The  history  of  syphilis  or  of  corrosive 
poisoning  will  suggest  a  cicatrix.  Aneurysmal  obstruction 
can  usually  be  detected  by  physical  examination.  Aneurysm 
should  be  excluded  before  a  bougie  is  passed.  The  age, 
cachexia,  pain,  expectoration  of  blood-streaked  mucus,  and 
involvement  of  other  organs  will  indicate  cancer. 

Prognosis. — Depends  on  the  cause.  It  is  unfavorable 
in  aneurysm  and  cancer.  In  cicatricial  contraction  the  ob- 
struction may  be  overcome  for  an  indefinite  period. 

Treatment.— Aneurysm:  Prolonged  rest,  dry  diet, 
potassium  iodid ;  surgical  measures  (Moore-Corradi 
treatment,  see  p.  196).  Cicatricial  contraction:  Systematic 
dilatation  with  graduated  bougies.  Cancer:  In  the  early 
stage,  the  cautious  use  of  a  bougie  is  advisable.  In  ad- 
vanced cases  the  patient  may  be  fed  through  a  tube,  and 
when  this  is  no  longer  possible,  life  may  be  prolonged  for 
a  short  time  by  rectal  ahmentation  or  by  feeding  through 
a  gastric  fistula. 

ACUTE  GASTRITIS. 

(Acute  Oastric  Catarrh.) 

Etiology. — It  may  result  from — (i)  The  ingestion  of 
indigestible  food,  of  partially  decomposed  food,  or  of  exces- 
sive quantities  of  food ;  (2)  from  the  ingestion  of  irritant 
poisons — alcohol,  strong  acids,  or  alkalis  ;  (3)  it  accom- 
panies many  of  the  infectious  fevers. 

Pathology. — The  mucous  membrane  is  red,  swollen, 
and  covered  with  thick  mucus.  It  is  sometimes  the  seat  of 
ccchymosis.  The  microscopic  changes  consist  in  marked 
mucoid  degeneration  and  cloudy  swelling  of  the  epithelial 
cells,  and  the  infiltration  of  the  interstitial  tissues  with  round 
cells. 

In  toxic  gastritis  there  is  often  extensive  sloughing  of  the 
gastric  mucosa. 

Symptoms. — The  symptoms  var>'  much  in  degree.  In 
mild  ca.ses  there  are  anorexia,  a  feeling  of  discomfort  and 
fulness,  eructations,  nausea,  and,  perhaps,  vomiting.  The 
tongue  is  heavily  coated.     In  severe  cases  the  sympton:is 
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are  more  marked,  particularly  the  nausea  and  vomiting. 
There  maybe  also  moderate  fever  (102^-103°  F.),  thirst, 
herpes,  distention  of  the  cpifjastrium,  local  tenderness,  and 
considerable  prostration.  The  vomitus  is  composed  at  first 
of  sour,  fermented  food;  later,  of  mucus  and  bile.  Jaundice 
may  follow  from  the  extension  of  the  catarrh  to  the  duode- 
num and  bile-ducts,  and  diarrhea  from  its  extension  to  the 
intestines. 

Toxic  gastritis  is  manifested  by  intense  burning  pain  in  the 
throat,  gullet,  and  stomach,  persistent  vomiting  of  food- 
remnants  mixed  with  blood  and  mucus,  marked  abdominal 
tenderness,  and  the  phenomena  of  collap.se. 

Atrophy  of  the  mucosa  and  cicatricial  stenosis  of  the 
orifices  are  common  sequels  in  cases  that  do  not  prove  im- 
mediately fatal. 

Diag^nosis. — It  may  resemble  the  onset  of  scarlet  fever, 
but  thf  history  of  contagion,  the  "strawberry'  tongue,"  sore 
throat.  ver>'  rapid  pulse,  and  eruption  will  lead  to  the  recog- 
nition of  the  latter. 

Prognosis. — Simple  acute  gastritis  runs  a  favorable 
course,  and  rarely  lasts  more  than  a  few  days. 

Absolute  rest  is  essential.  If  the  stomach  has  not  been 
completely  emptied,  an  emetic,  such  as  warm  water  or  ipecac, 
should  be  employed.  Locally,  a  mustard-plaster  or  a  tur- 
pentinc  stupe  will  aid  in  relieving  distress.  As  a  rule,  no 
food  should  be  given  by  the  mouth  until  the  stomach  be- 
comes retentive.  Ice,  however,  may  be  allowed  to  quench 
the  thirst.  In  delicate  subjects  nutrient  enemata  will  be  re- 
quired. If  there  is  constipation,  a  mercurial  laxative  may 
be  given  with  advantage.  Such  a  combination  as  the  fol- 
lowing usually  acts  favorably ; 

B-     Hydrarf^'ri  chloriHi  mttis    .... 

Bismuth)  subnitralis 

Fiaol  chartulx  No.  vj. 

SiG. — One  on  the  tnngiie  every  hour,  tn  tie  followed  hy  a  Scidlitl 
powder,  if  necesflary. 

Severe  pain,  nausea,  restlessness,  and  insomnia  are  best 
relieved  by  opium  suppositories.  Persistent  vomiting  may 
be  relieved  by  bismuth  subnitrate  (10  grains)  combined  with 


gr.  %x. 


M. 
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creasote  (ij  minim),  with  cocain  (J  grain),  or  with  hydro- 
cyanic acid,  as  in  the  following  formula: 

B.     BUinuthi  subnitratis 3iij 

Acidi  liydrucyanici  diluti n\,  kxxij 

Anoic f^iv.— M. 

Sn;. — ^^haUc  well.      A  tir:»5<:rtii^'ooiilul  c\ciy  tlircc  buurs. 

The  following  combination  of  ipecac  and  nux  vomica  is 
often  serviceable : 


R.     Tinctune  iiucU  vomicae 

Vini  ipccacuanh.ic lA  f^^J* 

SiG. — Two  drop*  every  hour. 


M. 


After  the  lapse  of  twenty-four  or  thirty-six  hours  it  is 
generally  possible  to  give  bland  nourishment  by  the  mouth, 
liarley-water.  champa^^jne  with  soda-water,  milk  and  lime- 
water,  peptonized  milk,  and  light  broths  may  be  given  in 
small  quantities  at  frequent  intervals.  The  return  to  solid 
food  should  always  be  carried  out  very  gradually- 

The  treatment  of  toxic  gastritis  consists  in  the  immediate 
neutralization  of  the  poison  by  chemical  antidotes,  in  the 
evacu.ition  of  the  stomach  (except  in  tho  late  stages  of 
poisoning  by  caustics)  by  the  stomach-pump  or  emetics, 
and  in  the  administration  of  demulcents  and  opium. 

CHRONIC  GASTRITIS. 

(Chronic  Gastric  Catarrh ;  Catarrhal  Dyspepsia.) 

etiology. — It  may  be  excited — (i)  By  prolonged  irrita- 
tion of  the  stomach,  such  as  results  from  errors  in  diet 
(excesses  in  eating  and  drinking,  indigestible  food,  excessive, 
irregular  meals,  deficient  mastication,  etc.)  or  from  the  ex- 
cessive use  of  alcohol,  tobacco,  condiments,  or  purgatives; 
(2)  by  passive  congestion  the  result  of  chronic  heart  disease 
or  cirrhosis  of  the  liver ;  (3)  by  chronic  diseases  that  disturb 
metabolism,  such  as  tuberculosis,  diabetes,  chronic  Bright's 
disease,  gout,  chlorosis,  etc. ;  (4)  by  chronic  diseases  of  the 
stomach  itself,  such  as  cancer,  ulcer,  gastreclasis,  etc. 

Pathology. — The  mucous  membrane  is  of  a  grayish  or 
slaty  color,  swollen,  and  covered  with  tenacious  mucus. 
The   veins   are    dilated,   and    there   may  be    ccchymoses. 
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Microscopically,  there  is  a  cellular  infiltration  in  the  inter- 
stitial tissue.  The  glands  are  dilated,  elonf^ated.  and  tortu- 
ous, and  their  epithelium  is  more  ur  less  degenerated  and 
detached.  The  interglandular  proliferation  may  be  so  pro- 
nounced as  to  cause  great  thickening  of  the  mucous  mem- 
brane (fiypertrophic  gastritis),  or.  on  the  other  hand,  the 
new-formed  fibrous  tissue  may  contract  to  such  a  degree  as 
to  cause  extreme  thinning  of  the  coats  of  the  stomach  and 
atrophy  or  complete  destruction  of  the  glandular  elements 
(atrophic  gastritis). 

Symptoms.  —  The  subjective  symptoms  are  very  vari- 
able, and,  for  the  most  part,  not  characteristic.  The  chief 
phenomena  are  furring  of  the  tongue,  fetor  of  the  breath, 
anorexia,  fulness  and  distress,  especially  at  the  height  of 
digestion,  belching,  eructations,  heartburn,  constipation, 
headache,  vertigo,  and  attacks  of  palpitation.  Nausea  and 
vomiting  arc  not  uncommon.  The  latter  may  occur  before 
breakfast  or  at  the  height  of  digestion.  If  it  occurs  on 
rising  in  the  morning,  the  vomit  consists  of  tough  masses 
of  mucus  ;  if  it  occurs  after  meals,  the  vomit  is  composed 
of  undigested  food  remnants  intimately  mixed  with  more 
or  less  glairy  mucus.  The  entire  epigastrium  may  be  sen- 
sitive to  pressure. 

The  objective  symptoms  are  characteristic.  Examination 
of  the  stomach-contents  reveals  an  excessive  secretion  of 
mucus,  a  marked  reduction  in  the  secretion  of  HCl '  and  of 
the  digestive  ferments,  and  imperfect  digestion  of  albumins. 
In  uncomplicated  cases  there  is  no  motor  insufficiency. 

Chronic  gastric  catarrh  rarely  terminates  in  atrophic  gas- 
tritis (ackyiia  gastrica),  the  most  important  symptoms  of 
which  are  paroxysmal  pain,  more  or  less  persistent  vomit- 
ing, constipation  alternating  with  diarrhea,  pronounced 
emaciation  and  anemia,  and  absence  of  free  HCl  and  of 
digestive  ferments  from  the  stomach-contents  after  a  test- 
breakfast. 

Diagnosis. — Atony  of  the  Stomach. — In  simple  atony 
fluids  excite  as  much  distress  as  solids,  vomiting  is  not  com- 
mon, the  secretion  of  mucus  is  not  increased,  the  secretion 
'  Id  rare  instances  the  tccrction  of  HD  is  increased. 
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of  HCl  is  not  usually  decreased,  and  considerable  quantities 
of  undigested  food  can  be  recovered  from  the  stomach 
seven  hours  after  a  tcst-mcal. 

Hyperchlorhydiia. — In  this  condition  the  general  health  is 
not  in)]>aired,  the  appetite  is  usually  good,  there  is  more  or 
less  severe  pain  sJiortly  after  eating,  albumins  and  alkalis 
relieve  the  pain,  and  excess  of  HCI  is  found  in  the  stomach- 
contents  ;  albumin-digestion  is  good,  starch-digestion  is  re- 
larded,  and  there  is  no  excess  of  mucus. 

Nervous  Dyspepsia. — In  this  syndrome  the  severity  of  the 
symptoms  varies  considerably  from  day  to  day  according  to 
the  mental  state  of  the  patient,  and  is  not  materially  influ- 
enced by  the  quantity  or  the  quality  of  the  food ;  the  gen- 
eral health  is  not  often  impaired,  the  nervous  symptoms  are 
very  prominent,  the  secretion  of  the  stomach  is  usually 
normal,  and  there  is  no  excess  of  mucus. 

Peptic  Ulcer. — The  severe,  localized  paroxysms  of  pain 
shortly  after  eating,  the  localized  tenderness,  hematemesis, 
and  hy|>eracidity  will  serve  to  distinguish  ulcer  from  catarrh. 

Cancer  of  the  Stomach. — The  history',  rapid  course,  ca- 
chexia, persistent  vomiting,  hematcmesis,  palpable  tumor, 
signs  of  gastrectasis,  and  the  early  absence  of  free  HCl  from 
the  gastric  juice,  with  the  presence  of  large  quantities  of 
lactic  acid  and  of  the  Boas-Oppler  bacilli,  will  usually 
render  the  diagnosis  clear. 

Care  must  be  taken  to  determine  whether  the  catarrh  is 
primary  or  secondary  to  ^ome  constitutional  or  visceral 
disease. 

Prognosis. — The  primary  forms  of  chronic  gastritis, 
when  not  too  far  advanced,  are  frequently  cured.  The 
prognosis  is  unfavorable  when  there  is  much  atrophy  of  the 
gastric  mucosa.  In  the  secondary  forms  the  prognosis  is 
dependent  on  that  of  the  primary  disease. 

Treatment. — The  cause  should  be  ascertained  and  re- 
moved if  possible.  Regularity  in  the  time  of  meals,  slow- 
ness in  eating,  and  thorough  mastication  of  food  must  be 
insisted  upon.  The  patient  should  be  cautioned  against 
overeating  and  the  taking  of  large  quantities  of  liquid,  espe- 
cially of  iced  water,  during  meals.     Overindulgence  in  alco- 
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ho],  tobacco,  coffee,  and  tea  should  be  forbidden.  The  re- 
sumption of  mental  or  piiysical  work  immediately  after 
meals  should  al^o  be  avoided. 

A  mixed  diet  of  bland,  readily  digestible  food  is  required. 
It  may  usually  include  boiled,  baked,  or  grilled  beef  and 
mutton,  chicken,  sweetbread,  boiled  fish,  oysters,  soft-boiled 
or  poached  eggs,  pulled  bread,  fresh  butter,  baked  potato, 
young  string-beans,  small  peas,  spinach,  hearts  of  celery^ 
thoroughly  cooked  cereals,  calves'-foot  jelly,  and  junket 
Tea,  coffee,  and  cocoa  may  or  may  not  be  permissible. 

An  exclusive  milk  diet  acts  exceedingly  well  in  some 
cases.  Systematic  lavage  is  of  great  value  in  severe  cases, 
especially  when  there  is  excessive  secretion  of  mucus. 
When  lavage  cannot  be  tolerated,  the  stomach  may  be 
cleansed  by  a  glass  of  hot  alkaline  water  slowly  sipped  a 
half-hour  or  more  before  breakfast.  The  following  artificial 
Carlsbad  salt  may  be  used  as  the  alkali : 

li-     Sodii  sulpbaiis ^x 

Sodii  bicarbonalis :^iv 

Sodii  chloridi '^x]. — M. 

Slfi. — A    teaspcronful    in   a  glass  of  hot  water   :m   hour   before 
breakfast. 

In  mild  cases  the  administration  of  a  bitter — calumba, 
gentian,  nux  vomica — some  time  before  meals  often  proves 
efficacious.  In  many  cases  an  alkali  may  be  added  with 
advantage  to  the  bitter,  as  in  the  following  formula: 

R.     Sodii  bicarbonalis     .    , siss 

Inftui  gentionfc  ccimpositi frvj. — M. 

SiG. — A  tablespoonful  before  meals. 

When  the  stomach  is  highly  sensitive,  silver  nitrate  will 
be  found  a  valuable  remedy.  It  may  be  given  in  pill  form 
in  combination  with  hyoscyamus,  as  in  the  following 
formula : 

R.     Argenti  nitratis gr.  vj 

Extract!  hyo&cyami gr.  x. — M. 

Fiant  pilulae  No.  xx. 

SiG. — One  pill  a  half-hour  before  meals. 

Bismuth  subnitrate  is  also  of  service  in  such  cases. 
Diluted  hydrochloric  acid  is  sometimes  serviceable  in  re- 


i 


I 

4 

ith        ; 


ATONY  Of    TIfE  STOMACH,  45 

placing  the  natural  acid  of  the  gastric  juice.  In  many 
cases,  however,  better  results  are  secured  from  the  adminis- 
tration, during  meals,  of  pancreatin  with  sodium  bicarbonate. 
FUlulencc  and  fermentation  may  be  controlled  by  such 
antiseptics  as  bismuth  salicylate,  creasotc,  bismuth-bcta- 
naphthol,  etc.     The  following  combination  is  often  of  value. 


k 


H.      Crea*uti .  n\,  xx 

BUniulbl>eta-naphtbui     .    .                    •  er>  c 
Pulveris  ziogibcris gr.  xx%. — M. 

Pone  in  capsulas  No.  xx. 

SlG. — One  aficr  iueal». 


So  far  as  possible.  constijKition  should  be  overcome  by 
regulation  of  diet,  systematic  exercise,  and  the  use  of 
enemas  or  suppositories. 

Change  of  scene,  a  sunny  climate,  good  hours,  and  free- 
dom from  business  worry  and  household  cares  often  prove 
more  beneficial  than  any  other  measure  employed. 

ATONY  OF  THE  STOMACH, 

(Motor  Insnfflciency ;  Myasthenia  Gastrica.) 

Definition. — Atony  of  the  stomach  consists  in  relaxa- 
tion of  the  muscular  coat  of  the  stomach  and  insufficiency 
of  its  propulsive  powers.     It  frequently  leads  to  gastrectasis. 

Etiology. — Motor  insufficiency  is  of  common  occur- 
rence. It  may  be  congenital;  it  may  be  caused  by  intem- 
perance in  eating  and  drinking  ;  it  may  follow  acute  infec- 
tions ;  it  may  occur  in  the  course  of  chronic  diseases 
attended  by  malnutrition ;  it  may  appear  acutely  after 
traumatism  or  intense  emotional  excitement;  it  may  be  a 
complication  in  other  diseases  of  the  stomach,  especially  in 
gastroptosis,  chronic  gastritis,  nervous  dyspepsia,  and  hyper- 
secretion. 

S3miptoms. — In  simple  atony  tlie  chief  symptoms  are 
a  feeling  of  fulness  and  discomfort  after  meals,  especially  if 
the  latter  have  been  large,  and  frequent  belching  of  gas. 
The  severity  of  the  symptoms  often  bears  a  definite  relation 
to  the  quantity  of  food  taken.  Fluids  are  as  hkely  to  excite 
distress  as  solids.     As  a  rule,  there  is  neither  vomiting  nor 
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pain.  The  appetite  is  usually  good,  the  general  health  is 
not  seriously  affected,  and  the  symptoms  entirely  abate  upon 
the  evacuation  of  the  stomach.  There  are  no  signs  of  gas- 
trectasis.  When  the  intestines  arc  similarly  afiected,  there 
may  be  marked  nervous  symptoms — headache,  vertigo,  and 
paresthesia — and  considerable  disturbance  of  nutrition. 

The  diagnosis  is  rendered  certain  by  the  recovery  of  a 
considerable  quantity  of  undigested  food  from  the  stomach 
seven  hours  after  the  ingestion  of  the  Riegel  test-meal. 

Prognosis. — Favorable,  if  the  cause  can  be  removed. 

Treatment. — The  first  indication  is  to  remove  the  cause. 
The  food  should  be  readily  digestible,  small  in  bulk,  finely 
divided,  and  nutritious.  Fluids,  except  in  moderate  quii;!- 
tities,  and  coarse  vegetables  are  to  be  avoided.  The  diet  may 
include  tender  meats,  eggs,  oysters,  boiled  fish,  well-cooked 
cereals,  steamed  rice,  stale  bread,  fresh  butter,  baked  pota- 
toes, tender  spinach,  .string-beans,  and  asparagus-tips.  It  is 
rarely  necessary  to  increase  the  number  of  meals.  Rest  for 
at  least  an  hour  after  large  meals  is  to  be  urged.  Exercise 
in  the  open  air  and  frequent  tepid  baths  are  general  meas- 
ures of  value.  Lavage  is  unnecessary  unless  there  are 
gastrcctasis  and  fermentation. 

General  tonics,  especially  iron,  are  often  needed.  The 
most  useful  direct  remedies  are  the  bitters  (quassia,  gentian, 
and  calumb.i).  particularly  the  tincture  of  nux  vomica, 
which  may  be  given  in  doses  of  from  5  to  10  minims,  grad- 
ually increased,  before  meals.  Alkalis  are  indicated  when 
there  is  hypersecretion.  Antifermcntatives — bismuth  sali- 
cylate, beta-naphthol-bismuth,  salol,  and  creasote — are  use- 
ful in  reducing  flatulence. 

Constipation  is  best  relieved  by  diet,  abdominal  massage, 
and  enemas. 


NERVOUS  DYSPEPSIA- 

(Neurasthenia  Qastrica.) 

Definition. — ^The  characteristic  feature  of  this  syndrome 
is  pronounced  discomfort  during  the  period  of  digestion, 
out  of  all  proportion  to  the  disturbances  of  gastric  secre- 
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li«in  or  motility.  The  source  of  tlie  discomfort  appears  to 
be  an  excessive  irritability  of  the  nerves  of  the  stomach. 

Htlology, — Nervous  dyspepsia  usually  occurs  in  those 
of  a  distinctly  nervous  temperament,  and  mental  overexer- 
tion, worry,  and  excesses  are  potent  etiologic  factors.  It  is 
frequently  associated  with  neurasthenia  and  hysteria.  It 
may  be  due  to  reflex  irritation  from  other  organs. 

Symptotns. — The  tongue  is  often  clean.  The  appetite  is 
very  variable — at  one  lime  it  is  lost,  at  another  it  is  inordinate, 
at  another  it  is  perverted,  the  patient  craving  unnatural  food. 
Pain  during  the  period  of  digestion  is  a  prominent  symptom. 
It  varies  in  intensity  from  a  feeling  of  discomfort  to  the  most 
violent  distress.  There  is  rarely  tenderness,  but  the  skin 
over  the  stomach  is  often  abnormally  sensitive, 

Bclcliing  is  common.  Vomiting  is  not  frequent.  Exag- 
gerated peristaltic  movements  attended  with  gurgling  sounds 
(peristaltic  unrest)  may  be  perceptible  to  the  patient  Ner- 
vous phenomena — headache,  vertigo,  disturbed  sleep,  hypo- 
chondriasis, lassitude,  and  palpitation — are  conspicuous. 

Gastric  acidity  is  usually  normal,  but  there  may  be  sub- 
acidity  or  hyperacidity.  In  the  majority  of  cases  gastric 
motility  is  not  affected,  the  viscus  emptying  itself  within  the 
normal  period. 

The  symptoms  are  usually  confined  to  the  period  of 
digestion  ;  they  are  out  of  proportion  to  the  disturbance  of 
the  digestive  functions  ;  they  vary  greatly  from  day  to  day, 
according  to  the  mood  of  the  patient ;  and  they  are  not 
materially  influenced  by  the  qualit>'  or  the  quantity  of  the 
od. 

Progpnosis. — Good,  when  the  cause  can  be  removed. 

Treatment. — The  treatment  is  largely  that  of  neur- 
asthenia. The  avoidance  of  excitement  and  of  excessive 
mental  work  must  be  enjoined.  An  extended  voyage  may 
cfTect  a  cure.  In  brain-workers  systematic  exercise  in  the 
open  air  and  frequent  bathing,  followed  by  friction  of  the 
skin,  often  prove  very  efficacious.  On  the  other  hand,  the 
exhausted  and  anemic  may  demand  the  "rest-cure."  The 
diet  should  be  bland  and  readily  digestible.  In  many  cases 
milk  is  an   appropriate  food.     Tonics,  like  iron  and  arsenic. 
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are  often  indicated.  Short  courses  of  an  unirriiatiiig  bromid, 
like  tliat  of  strontium,  sometimes  do  good.  The  following 
combination  of  antispasmodics  is  useful  in  certain  cases: 

B>    Zinci  vderiaaatls gr.  xxx 

KxtracU  itumliul gr- kx 

Acidi  arscntisi B'-  J 

Extracti  Kentiarkt: gr.  x. — M. 

Finnt  pilular  No.  xx. 

SlO. — One  pill  after  each  meal. 


HYPERCHLORHYDRIA, 
(Superacidity;  Hyperacidity.; 

Definition, — These  terms  arc  used  to  designate  an 
abnormal  increase  in  the  secretion  of  hydrochloric  acid 
during  the  digestive  act. 

Btiologry- — This  anomaly  of  secretion  is  most  frequently 

seen  in  neuropathic  subjects  between  the  ages  of  fifteen  and 

forty.     Mental  overexertion,  the  excessive  use  of  tobacco, 

iverindulgcnce  in  cnndiments,  and  insufficient  mastication 

re  important  predisposing  factors.     It  is  a  common  coni- 

plicatitiu  ill  clilorosis,  in  gastric  ulcer,  and  in  choIcHthLisis. 

Symptoms. — The  symptoms  do  not  appear  immediately 
after  eating,  but  at  the  acme  of  digestion,  and  include  sen- 
sory irritation,  varying  in  degree  from  slight  discomfort  to. 
agonizing  pain,  acid  eructations,  heartburn,  thirst,  diffuse 
tenderness  over  the  stomach,  and  occasionally  vomiting. 
These  sytnptoms  are  relieved  by  eating  small  quantities  of 
albuminous  food  and  by  the  ingestion  of  alkalis,  and  dis- 
ap[)car  spontaneously  upon  evacuation  of  the  stomach. 
They  may  be  continuous  or  periodic. 

The  stomach-contents  obtained  after  a  test-breakfast  are 
excessively  rich  in  hydrochloric  acid,  both  free  and  com- 
bined. Albumin  digestion  is  rapid ;  starch  digestion  is 
retarded.  The  resting  stomach  is  empty.  There  is  no 
motor  insufficiency. 

Prognosis. — In  the  absence  of  complications  tlie  prog- 
nosis is  favorable. 

Treatment. — The  cause  should  be  ascertained  and  re- 
moved, if  possible  \    thorough  mastication    is    imperative. 
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The  diet  should  be  unirritating,  and  composed  largely  of 
albuminoid  foods.  Coarse  substances,  vinegar,  spices,  con- 
diments, coffee,  and  alcohol  should  be  avoided.  A  moder- 
ate amount  of  water  or  weak  tea  at  meals  is  desirable. 
Fats,  in  the  form  of  cream  and  butter,  are  usually  well 
borne.  Starchy  foods  should  be  used  sparingly  and  only 
when  thoroughly  cooked.  It  is  sometimes  desirable  to 
increase  the  number  of  meals. 

Alkalis,  in  the  form  of  sodium  bicarbonate  or  magnesia, 
administered  at  the  height  of  digestion,  relieves  the  symp- 
toms. Silver  nitrate  (J  grain)  with  extract  of  belladonna  (\ 
grain)  thrice  daily,  on  an  empty  stomach,  is  useful.  Silver 
nitrate  (i :  2000  to  i  :  1000)  may  also  be  given  as  a  stomach- 
douche  with  advantage. 

GASTROSUCCORRHEA. 

(Beichmaxui's  Dise&se.) 

Definition. — This  is  a  functional  condition  characterized 
by  the  secretion  of  large  quantities  of  gastric  juice,  even 
when  the  stomach  is  empty.  It  is  often  associated  with 
hyperchlorhydria.  Two  forms  have  been  recognized — (i) 
the  continuous  and  (2)  the  intermittent. 

Etiology. — The  causes  of  gastrosuccorrhea  are  the  same 
as  those  which  excite  hyperchlorhydria. 

Symptoms, — In  the  continuous  form  the  symptoms 
apfKMr  regularly,  but  with  varying  intensity,  and  consist  in 
more  or  less  severe  pain,  both  at  the  acme  of  digestion  and 
in  the  night ;  vomiting  of  large  quantities  of  yellowish,  acid 
fluid,  even  when  the  ingesta  are  no  longer  In  the  stomach; 
marked  thirst;  acid  eructations;  and  headache,  sometimes 
of  a  migrainous  type.  The  ingestion  of  a  small  quantity  of 
albuminous  food  usually  relieves  the  \vxxn.  Albumin  diges- 
tion is  good,  but  starch  digestion  is  retarded.  The  diag- 
nosis is  rendered  certain  by  the  finding  of  from  50  c.c.  to 
500  cc  or  more  of  gastric  juice,  zvifhouf  atiy  admtxturc  of 
food^  in  the  stomach  before  breakfast,  particularly  if  lavage 
has  ht'cn  practised  the  night  before. 

Complications. — Gastrectasis  may  result  from  imperfect 
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digestion  of  starches  or  from  spasm  of  the  pylorus  excited 
by  excessive  acidity.  Ulcer  may  coexist  In  rare  instances 
tetany  develops. 

Diagnosis.— In  hypercMorhydria  the  resting  stomach  is 
empty  and  jxiin  does  not  occur  at  ni^ht.  Care  must  be 
taken  to  exclude  locomotor  ataxia,  of  which  intermittent 
gastrosucconliea  may  be  an  early  symptom. 

Prognosis.  —  Guardedly  favorable  m  uncomplicated 
cases.     Relapses  are   common. 

Treatment. — Thi.*;  is  much  the  same  as  that  for  hyper- 
chlorhydria.  The  painful  attacks  may  be  relieved  by  the 
administration  of  alkalis,  or,  better,  by  thorough  lavage. 
Hclladonna  appears  to  possess  some  power  to  reduce  gastric 
secretion. 

GASTRALGIA. 

(Gastrodynia;  Neuralgia  of  the  Stomach.) 

Definition. — Violent  paroxysmal  gastric  jjain,  occurring 
independently  of  any  organic  disease  of  the  stomach  and  of 
any  disturb.mces  of  secretion  or  motility. 

Etiology. — It  is  more  common  in  women  than  in  men. 
Overwork,  worr)',  sexual  excesses,  abuse  of  tobacco,  reflex 
irritation,  and  anemia  predispose  to  it.  It  may  be  a  symp- 
tom of  neurasthenia. 

Symptoms. — The  characteristic  features  are  paroxysms 
of  intense  pam,  occurring  suddenly  at  irregular  intervals, 
radiating  to  the  chest  and  back,  bearing  no  definite  relation 
to  eating,  and  lasting  from  a  few  minutes  to  several  hours. 
Vomiting  is  rare.  Pressure  over  the  stomach  may  relieve 
the  i)ain,  .ind  so  may  the  taking  of  food. 

Diagnosis. — Idiopathic  gastralgia  must  be  sejiarated 
from  the  paroxysmal  pain  that  occurs  in  gastric  ulcer,  gas- 
tric cancer,  hyperchlorhydria,  locomotor  ataxia,  angina  pec- 
toris, and  in  renal  and  biliary  colic. 

aastric  Ulcer. — Pain  is  excited  by  food  and  digestion,  dis- 
appears upon  evacuation  of  the  stomach,  is  associated  with 
hyperacidity,  and  often  with  vomiting,  hematemesis.  and 
local  tenderness. 
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Gastric  Cancer. — The  pain  is  usually  more  or  less  con- 
tinuous, and  is  aggravated  by  digestion.  There  may  be 
persistent  vomiting,  hematcmcsis,  cachexia,  inacidity  with 
lactic-acid  fermentation,  and  a  palpable  tumor. 

Hsrperchlorhydria. — The  pain  is  digestive,  and  is  relieved 
by  alkalis  and  by  albuminous  food.  Examination  of  the 
stomach-contents  reveals  excess  of  HCl. 

Omes  of  Tabes. — Unsteadiness  of  g;iit  and  of  station, 
Argyll- Robertson  pupil,  shooting  pains  in  the  limbs,  abnor- 
mahtics  of  sensation,  and  abolition  of  deep  reflexes  will  indi- 
cate locomotor  ataxia. 

Angina  Pectoris. — The  pain  radiates  from  the  heart  to  the 
neck  and  arm,  is  frequently  excited  by  exertion  or  indiscre- 
tions in  diet,  is  generally  of  short  duration,  is  often  attended 
witli  immobility  of  the  body  and  a  feeling  of  imminent  dis- 
solution, and  is  usually  associated  with  the  signs  of  arterio- 
sclerosis. 

Benal  Oolic. — The  pain  radiates  from  the  kidney  into  the 
ureter  of  the  affected  side,  and  concretions  or  blood  may  be 
found  in  the  urine. 

Biliary  Colic. — The  pain  is  usually  in  the  right  hypochon- 
driac region,  and  is  often  accompanied  by  chill,  fever,  and 
jaundice.  The  liver  and  gall-bladder  may  be  enlarged  and 
tender. 

ProgT^osis. — Favorable  in  uncomplicated  cases. 

Treatment. —  The  Attack, — Hot  applications  are  useful. 
Galvanization  (the  anode  over  the  stomach  and  the  aithode 
near  the  spinal  column)  often  affords  prompt  relief.  The 
most  generally  efficacious  remedies  arc  antipyrin  (8  grains), 
brandy  (l  to  2  fluidramsl,  aromatic  spirit  of  ammonia 
{\  fluidram),  chloroform  (2  to  5  minims),  and  diluted  hydro- 
cycmic  acid  (2  minims).  These  remedies  are  most  efficacious 
when  given  in  hot  water.  Such  a  combination  as  the  fol- 
lowing is  frequently  successful : 

B<     Chloroforrai      f?)t" 

Spiritns  amniontx  aromalici 

Spirilus  villi  (rallici 

Tindura*  eanianiomi  compostta:  flA  fjv, —  M. 

SlO. — A  tcaBpounful  in  hot  water  every  fifteen  or  thirty  minutes. 
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In  very  severe  cases  it  will  be  necessary  to  resort  to 
morphin. 

The  Inicnuil. — The  cause  must  be  ascertained,  and,  if  pos- 
sible, removed.  The  liabitsof  the  patient  must  be  corrected. 
Methods  of  treatment  intended  to  improve  the  general 
nutrition  arc  of  tlie  greatest  value.  When  there  is  anemia, 
iron  will  be  found  vciy  useful  Among  special  remedies 
arsenic,  valerianates,  sumbul,  quinin,  and  cannabis  indica  are 
available.  The  following  combination  often  proves  effica- 
cious: 

B.     Acidi  arsenofii pr.  J 

Quinina;  valerianatis gr.  xxx 

Fcrri  pyropliosphatis 

Kxlracti  suraltul 42i  {;r.  xx.^M. 

Fiant  in  piluUc  No.  xx. 

Sui.— One  pill  after  each  meal. 

In  some  cases  a  complete  change  of  scene  or  enforced 
rest  in  bed  for  a  given  period  is  the  only  means  of  effecting 
a  cure. 

PEPTIC  ULCER. 
(Round  Ulcer  of   the  Stomach;    Perforating  Ulcer.) 

Definition.  —  A  circumscribed  loss  of  tissue  in  the 
stomach,  usually  involving  both  the  mucous  membrane 
and  the  deeper  structures,  and  characterized  clinically  by 
paroxysmal  pain,  localized  tenderness,  vomiting,  hemat- 
emesis.  and  hyi>eracidity  of  the  gastric  juice. 

Similar  lesions  occur  in  the  duodenum  and  in  the  lower 
end  of  the  esophagus. 

Etiology. — It  is  more  common  in  women  than  in  men. 
The  majority  of  cases  occur  between  the  ages  of  twenty 
and  forty.  Chlorosis  and  anemia  arc  important  predisposing 
factors. 

Duodenal  ulcer  not  infrequently  follows  large  superficial 
burns. 

Pathogenesis. — It  is  generally  admitted  that  those  ulcers 
arc  due  to  the  digestive  action  of  highly  acid  gastric  juice 
upon  a  part  of  the  stomach  that  has  been  devitalized  in 
consequence  of  embolism   or  thrombosis   with   infarction, 
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spasm  of  the  blood-vessels,  disease  of  the  vessel-walls,  or 
external  injury. 

Patholofi^y. — As  a  rule,  the  ulcers  are  single,  but  they 
may  be  multiple.  The  most  frequent  seat  is  the  posterior 
wall,  in  the  lesser  curvature,  near  the  pylorus.  They  have 
a  punched-out  appearance,  are  round  or  oval  in  outline,  and, 
if  recent,  are  funnel-shaped,  with  the  apex  toward  the 
serous  coat.  The  edges  are  usually  smooth,  rarely  ragged. 
They  vary  in  diameter  from  a  few  millimeters  to  several 
centimeters,  and  may  extend  to  tlie  muscularis  or  even  to 
the  serosa. 

Symptoms.— Sym[)toms  of  indigestion  are  generally 
present.     The  characteristic  symptoms  are  : 

1.  Pain. — This  is  usually  paroxysmal,  severe,  and  local- 
ized It  may  radiate  to  the  back  or  sides.  It  is  closely 
associated  with  eating,  reaches  its  acme  at  the  height  of 
digestion,  is  aggravated  by  coarse,  very  hot,  acid  and  spicy 
foods,  is  f>ften  affected  by  certain  positions  of  the  body,  is 
arrested  by  vomiting,  and  subsides  spontaneously  upon  the 
natural  evacuatinn  of  the  stomach. 

2.  Localized  Tendernt'ss. — Two  small  areas  of  tenderness 
can  often  be  elicited,  one  in  front  below  the  ensiform  car- 
tilage, and  one  behind,  in  the  dorsal  region,  a  little  to  the 
left  of  the  spine. 

3.  Vomiting. — This  frequently  occurs  in  from  one-half  to 
two  hours  after  eating.  The  vomit  usually  consists  of  undi- 
gested food  and  acid  fluid. 

4.  Hematanesis. — This  occurs  in  at  least  one-half  of  all 
cases.  It  proves  fatal  in  about  3  per  cent,  of  the  cases  of 
ulcer.  The  blood  is  generally  fluid  and  unaltered,  but  if 
retained  in  the  stomach  for  some  time,  it  may  have  a  coffee- 
ground  ap(>earance.  Occasionally  the  blood  is  discharged 
entirely  by  the  bowel. 

5.  Hyptracidiiy. — An  increase  of  HCl  is  almost  invariably 
noted  after  a  test-meal. 

In  some  cases  only  the  symptoms  of  dyspepsia  are  pres- 
ent, while  in  others  all  symptoms  arc  absent,  the  disease 
passing  unrecognized  until  sudden  perforation  or  profuse 
hemorrhage  occurs. 
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Sequels. — (i)  Perforation,  This  occurs  most  frequently 
in  ulcers  on  the  anterior  wall  and  in  about  4  per  cent. 
of  ail  cases.  {2)  General  or  circumscribed  peritonitis.  Gen- 
eral peritonitis  is  usually  the  result  of  perforation;  cir- 
cumscribed productive  peritonitis  is  a  ciMiservative  process 
and  results  from  the  direct  extension  of  the  inflanniiatory 
process  through  the  stomach-walls.  (3)  Subphrenic  abscess. 
This  is  usually  the  result  of  perforation  after  the  formation 
of  adhesions.  (4)  Stenosis  of  the  pylorus,  stenosis  of  the 
cardia,  or  huur-^lass  constriction  of  the  stomach  may  result 
from  the  contraction  of  cicatrices.  (5)  Cancer  nut  infre- 
quently develops  on  the  basis  of  an  old  ulcer. 

Diagnosis. — Hypcnhlorhyiiria. — In  this  condition  the 
pain  does  not  occur  so  regularly  nor  so  soon  after  eating; 
it  is  not  modified  by  position,  but  is  often  completely  re- 
lieved by  eating  albuminous  food.  Ilematemesis  is  absent 
and  there  are  tio  tender  spots. 

Gtutralgia. — In  this  affection  the  pain  occurs  at  irrcjrular 
intervals,  is  not  dependent  upon  eating  (often  occurring 
when  the  stomach  i^  empty),  is  relieved  by  pressure,  and  is 
not  associated  \v'ith  tender  .spots,  hematemesis,  or  hyper- 
acidity. 

Cancer  of  the  Stomach. — The  histor\'.  rapid  course,  ad- 
vanced cachexia,  palpable  tumor,  vomiting  of  large  quan- 
tities of  undigested  food  at  long  antl  irregular  interwnls, 
cofiee-ground  vt^nnt.  abundance  of  lactic  acid  with  Boas- 
Oppler  bacilli,  and  the  absence  of  free  hydrochloric  acid 
will  point  to  cancer. 

Duodenal  Ulcer. — In  this  disease  the  pain  is  further  to  the 
right  and  occurs  later  after  the  meals,  the  blood  is  usually 
evacuated  through  the  bowel,  and  there  is  no  vomiting. 

Cholelithiasis. — In  this  condition  the  pains  appear  more 
suddenly,  occur  at  more  irregular  inter\'als,  and  often  inde- 
pendently of  eating,  usually  radiate  toward  the  right  shoul- 
der, and  are  often  associated  with  swelling  and  tenderness 
of  the  liver,  enlargement  of  the  gall-bladder,  and  slight 
jaundice. 

Prognosis. — Guardedly  favorable  in  recent  cases.  The 
mortality  in  all  cases  is  from  8  to  10  per  cent.     Some  ulcers 
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run  a  rapid  course  and  end  fatally  in  hemorrhage  or  j>erfora- 
tion ;  others,  even  without  treatment,  persist  for  many  years. 
Relapses  arc  not  uncommon. 

Treatment. — Rest  and  appropriate  diet  arc  the  most 
iniport.uit  factors  in  the  treatment.  The  rest  should  be 
kept  up  for  from  six  to  twelve  weeks,  and  for  the  first 
two  or  three  weeks  of  this  period  the  patient  should  be 
confined  to  bed.  If  hemorrhage  has  recently  occurred  or 
if  vomiting  be  urgent,  it  is  advisable  to  withhold  all  food 
from  the  stomach  for  a  few  diiys  and  to  nourish  the  patient 
by  means  of  nutritive  enemas. 

After  the  pain  and  vomiting  have  sensibly  abated,  feeding 
by  the  mouth  should  be  resumed.  The  diet  should  con- 
sist of  milk,  buttermilk,  beef-juice,  animal  broths,  egg- 
white,  and  thin  pap.  As  soon  as  the  gastric  symptoms 
have  completely  disappeared,  which  will  rarely  be  bcforci 
the  lapse  of  three  or  four  weeks,  the  patient  may  be  allowed 
such  articles  as  soft-boiled  eggs,  scraped  beef,  boiled  sweet- 
breads, the  tender  part  of  oysters,  white  meat  of  chicken, 
well-made  gruel,  and  custard  pudding. 

The  most  useful  dru^s  are  alkalis,  silver  nitrate,  and  bis- 
muth  subnitralc.  The  alkalis  are  useful  in  overcoming  the 
superacidity  of  the  gastric  juice.  Sodium  bicarbonate  is 
one  of  the  best ;  it  may  be  combined  with  magnesia  or 
chalk,  according  as  there  is  constipation  or  diarrhea.  Arti- 
ficial Carlsbad  salt  (see  p.  44)  is  an  excellent  alkaline  lax- 
ative ;  of  this,  a  tcaspoonful  or  more  may  be  given  in  a  half 
pint  of  hot  water  in  the  carl)'  morning.  Silver  nitrate  and 
bismuth  subnilrate  are  valuable  remedies  and  may  be  used 
alternately,  each  for  a  period  of  a  week  or  ten  days.  They 
may  be  prescribed  as  follows : 

B,.    Argenii  nllralis 

Exiracti  t»e)li(lonn:t; U  gr.  vj. — M. 

Kiont  pilulx  No.  xx. 

Sir.. — One  pill  half  an  hour  before  meaU. 

R .    Bbmuthi  Kubnitralis ^vj 

Acidi  hyclrocyanici  diluti  .    lTi.^*>^' 

Aqux     ....        ...  '^^J — ^** 

Stc. — A  ubletpoooful  three  or  tour  tinici,  half  An  hour  before 
meaU. 
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Pain  and  vomiting  usually  yield  to  complete  rest,  rectal 
feeding,  and  the  administration  oi  silver  nitrate  or  bismuth 
subnitrate.  In  some  cases  it  may  be  necessary  to  use  mor- 
phin  hypodcrmically.  Externally,  stupes  or  sinapisms  are 
sometimes  useful.  The  treatment  of  hematemesis  is  con- 
sidered on  page  63. 

Surgical  Treatment. — In  all  cases  of  perforation  an  opera- 
tion should  be  done  at  the  earliest  possible  moment.  When 
life  is  threatened  by  repeated  hemorrhage,  operation  in  tlie 
interval  between  the  attacks  offers  the  best  method  of  relief. 
Again,  an  operation  (gastro-enterostomy.  pyloroplasty,  or 
partial  gastrectomy)  should  be  considered  if  the  disease 
does  not  yield  to  medical  treatment  and  the  life  of  the 
patient  is  endangered  by  mainutntit»n. 

CANCER  OF  THE  STOMACH, 

Etiology. — Sex. — Cancer  of  the  stomacli  is  somewhat 
more  common  in  men  than  in  women. 

Age. — ^The  majority  of  cases  occur  between  the  ages  of 
forty  and  sixty.     It  is  rare  before  thirty. 

Heredity. — About  8  per  cent,  of  the  cases  appear  to  be 
hereditar)'. 

FTolon^ed  Irritation. — Cancer  occasionally  develops  on  the 
basis  of  an  old  ulcer. 

Pathology. — Cancer  of  the  stomach  is  almost  always 
priniary.  The  pylorus  is  the  part  most  frequently  attacked. 
After  the  pylorus  the  points  of  predilection  are  the  lesser 
curvature  and  cardia.  The  following  varieties  are  encoun- 
tered: Scirrhus  or  hard  cancer,  medullary  or  soft  cancer, 
adenocarcinoma  (cylindric-celled  epithelioma),  colloid  can- 
cer, and  squamous-celled  epithelioma.  Ulceration  is  rare 
-in  scirrhus,  but  common  in  medullary  cancer  and  adeno- 
carcinoma. Colloid  cancer  appears  most  commonly  as  a 
diffuse  infiltration  of  the  stomach-wall.  Squamous-celled 
cancer  is  rare,  and  occurs  only  at  the  cardia. 

Owing  to  stenosis  of  the  pylorus  the  stomach  is  usually 
dilated.  Stagnation  of  the  stomach-contents  and  the  ab- 
sence of  hydrochloric-acid  secretion  favor  the  development 
of  lactic-acid  fermentation. 
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Symptoms. — Symptoms  of  dyspepsia  are  generally 
present.     The  characteristic  phenomena  are  : 

1.  Pain. — This  is  rarely  intense ;  though  aggravated  by 
eating,  it  is  often  more  or  less  continuous.  It  may  radiate 
to  the  back. 

2.  Vomiting, — Tliis  is  very  common.  When  the  pylorus 
is  obstructed,  the  vomiting  is  persistent  and  occurs  long 
after  eating,  sometimes  at  intervals  of  several  days.  The 
vomit  is  frequently  large  in  amount,  and  is  composed  chiefly 
of  undigested  food  and  turbid  fluid.  It  very  rarely  con- 
tains sarcina',  but  long,  thread-like  bacilli  {^Hoas-OppUr 
bacilii)  are  almost  constantly  present  and  possess  some 
diagnostic  significance. 

3.  HeniaUnusis.—\s  the  bleeding  is  slight  and  the  blood 
remains  for  some  time  in  the  stomach,  the  vomit  in  many 
cases  acquires  a  coffee-grounil  appearance. 

4.  Cachexia, — The  anemia,  weakness,  and  emaciation  are 
often  disproportionate  to  the  loss  of  nourishment. 

5.  Palpable  Tumor. — A  movable,  tender  mass  can  be  de- 
tected sooner  or  later  in  a  large  proportion  of  all  cases. 

6.  Absc^ue  of  HCl  with  Lactic-acid  Fermentation. — The 
absence  of  free  HCl  and  the  presence  of  large  quantities  of 
lactic  acid,  while  not  peculiar  to  cancer,  are  strongly  indica- 
tive of  the  disease. 

In  addition  to  these  features  the  symptoms  and  signs  of 
gastrcctasis  arc  frequently  present. 

Complications  and  Sequels. — Metastases  in  neigh- 
boring structures — liver,  lymph-glands,  pancreas,  and  peri- 
toneum— are  of  common  occurrence.  Ascites  and  edema 
are  occasionally  encountered.  Perforation,  subphrenic  ab- 
scess, tetany,  venous  thrombosis,  multiple  neuritis,  and  coma 
(from  oxybiityric-acid  intoxication)  are  rare  complications. 

Diagnosis. — ^Thc  differential  points  between  cancer  and 
ulcer  and  cancer  and  chronic  gastritis  have  already  been 
considered. 

Prognosis. — The  disease  is  almost  invariably  fatal.  The 
average  duration  of  life  is  from  one  to  two  years.  Marked 
temporary  improvement  frequently  occurs  under  treatment 
and  may  prove  very  misleading. 
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Treatment.— In  the  early  stages  of  the  disease,  when 
the  pylorus  is  still  patulous,  a  mixed  diet  of  readily  digested 
food  is  often  well  borne.  Later,  when  there  is  retention, 
food  should  be  selecled  that  will  make  small  demands  on 
the  stomach  and  that  will  leave  little  residue.  Bitters — 
calumba,  gentian,  cundurango — arc  sometimes  employed 
with  advantage.  In  many  ciuses,  but  by  no  means  invaria- 
bly, hydrochloric  acid  and  pepsin  are  useful.  Lavage 
affords  the  best  means  of  relievinj^  the  distressing  symptoms 
resulting  from  retention.  Vomiting  not  dependL-nt  upon 
retention  may  be  treated  with  such  remedies  as  carbonated 
water,  hydrocyanic  acid,  creasote,  cerium  oxalate,  and  bis- 
muth subnitrate.  In  obstinate  ca.ses  rectal  feeding  may  be 
required  for  a  time.  Acid  eructations  and  flatulency  are 
sometimes  relieved  by  antacids  and  internal  antiseptics,  but 
generally  lavage  is  much  more  effective.  Pain  will  require 
opium,  sedatives  like  hydrocyanic  acid  or  chloroform,  and 
hot  applications. 

Elarly  operative  interference  may  prolong  life  for  several 
months  or  several  years. 


DILATATION  OF  THE  STOMACR 

(Qastrectasis.) 

l^ology. — Gaslrectasis  may  result  from — (i)  Atony  of 
the  stomach-walls  (see  p.  45);  (2)  from  stenosis  of  the 
pylorus. 

Stenosis  of  the  pylortts  may  be  caused  by — {a)  Congenital 
stricture ;  (//)  carcinoma  of  the  pylorus ;  (r)  cicatrix  from 
ulcer;  (^)  hypertrophy  of  the  pylorus  from  gastric  catarrh 
or  frequent  spasm  excited  b)'  hypersecretion  ;  (c)  pressure 
from  without,  as  by  tumors,  adhesions,  floating  kidney,  etc. 

Pathology. — All  degrees  of  dilatation  arc  encountered. 
The  most  severe  forms  arc  usually  the  result  of  pyloric 
stenosis.  In  atonic  dilatation  the  stomach-walls  are  thin 
and  atrophic:  in  dilatation  from  obstruction  there  may  be 
marked  muscular  hypertrophy  at  the  pyloric  end. 

Ss^tnptoms. — These  varj'  with  the  cause  and  the  degree 
of  dilatation.     In  well-marked  cases  the  chief  symptoms  are 


DILATATION  OF  THE  STOMACH, 


Sft 


« 


V^i 


a  feeling  of  fulness  and  discomfort  after  meals,  frequent 
bclciiing  and  acid  eructations,  increased  thirst,  constipation, 
deficient  urination,  and  more  or  less  emaciation.  Owing  to 
reflex  irritation  or  autointoxication  nervous  symptoms  often 
develop. 

Vomiting  is  a   characteristic  symptom,  especially  when 
there  is  stenosis  of  the  pylorus.     It  occurs  long  after  meals, 
sometimes  at  intervals  of  several  days.     The  vomit  is  often 
excessive   in   amount,   is   sour   and    fer- 
mented, and  on  standing  separates  into  a 
sediment  of  undigested  food  and  a  super- 
natant liquid,  which  is  turbid  and  frothy. 
Not  infrequently  the  vomit  contains  rem- 
nants of  food  that  was  eaten  several  days 
before.     Microscopic  examination  may  re- 
veal, in  atonic  dilatation,  numerous  yeast- 
cells  and  sarcinx.  and  in  cancerous  dila- 
tation, the  thread-like  bacilli  of  Oppler. 

Physical  Signs, — Inspection. — The  abdo- 
men may  be  unduly  prominent.  In  some 
cases  the  outlines  of  the  enlarged  stomach 
are  distinctly  visible.  Peristaltic  waves  ex- 
tending from  left  to  right  are  frequently  seen,  especially  in 
stenotic  dilatation. 

Palpation. — When  the  stomach-walls  are  sufficiently  tense, 
the  boundaries  of  the  organ  may  be  determined  by  palpa- 
tion. In  many  cases  of  obstructive  dilatation  a  tumor  can 
be  felt  at  the  pylorus. 

Percussion. — When  the  stomach  contains  fluid,  an  area 
of  dulness  is  found  at  the  level  of  the  umbilicus,  or  below  it 
when  the  patient  is  erect,  but  not  when  he  is  lying  down. 
This  area  of  dulness  also  disappears  upon  the  complete 
evacuation  of  the  stomach. 

After  artificial  inflation  of  the  stomach  with  air  or  car- 
bonic-acid gas  percussion  reveals  an  increased  area  of  gastric 
tympany. 

Auscultation, — The  detection  of  splashing  sounds  over  the 
stomach  in  the  morning  before  breakfast  or  seven  hours 
after  a  Riegel  test-meal  points  to  dilatation. 
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fifn  of  the  Stomach-conUnt\ 
remnants  of  food   in  the  stomach   in 
sitnpic  supper  renders  the  diagnosis  oi 
fidency  certain,  and  that  of  dilatation  hi 

Complications. — Gastroptosis  is  a] 
tion  ;  it  may  be  secondary  to  the  dilatatl 
it.     Tetany  is  a  rare,  but  serious,  complij 

Diagnosis.— 6'tf^/r(^/>/t^i/A. — In  uncoi 
sis  the  position  of  the  stomach  is  lower 
and  more  or  less  vertical,  but  the  area  of  I 
not  increased  nor  are  there  present  ai 
insufficiency. 

Type  of  Dilatation. — A  rapid  onset,  p< 
pain,  a  high  degree  of  motor  insufficie 
dilatation,  a  tardy  inflow  and  a  rapid  out: 
ing  lavage,  active  gastric  peristalsis,  a  pal[ 
pylorus,  and  rapid  emaciation  suggest  pyl 

Prognosis. — This  depends  upon  the 
duration  of  the  dilatation.     In  pyloric  obs 
nosis    is  very  grave,  although  operation 
especially   in    benign  forms.     Even  in  at' 
prognosis  must  be  guarded  if  the  proce« 
there  is  pronounced  motor  insufficiency. 

Treatment. — The  food  should  be  n 
bulk-,  and  readily  digestible,  an^ 
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bandage  nearly  always  affords  comfort  and  gives  mechanical 
support  to  the  stomach.  In  cases  due  to  atony  exercise  in 
the  open  air,  hydrotherapy,  and,  unless  there  be  marked 
gaseous  fermentation,  abdominal  massage  are  valuable  aids. 
Faraiiiation  of  the  stomach  may  also  be  used  to  promote 
muscular  contraction.  In  dilatation  from  muscular  relaxa- 
tion nux  vomica  is  very  useful.  Such  remedies  as  creasote, 
salol,  and  bismuth-beta-naphthol  are  sometimes  of  service 
in  checkinj;  fermentation,  but  the  relief  they  afford  is  not  to 
be  compared  to  that  obtained  by  systematic  lavage.  Con- 
stipation is  best  treated  by  simple  enemas  or  by  glycerin 
suppositories. 

Surgical  Treatment. — In  the  large  majority  of  cases  of 
non-obstructive  dilatation  medical  treatment  suffices.  Occa- 
sionally, however,  surgical  intervention  is  demanded  on 
account  of  persistent  suffering  and  progressive  emaciation. 
The  operation  indicated  in  these  cases  is  gast replication. 
In  cases  of  pyloric  obstruction  of  a  benign  character  an 
operation  is  indicated  wlien  it  is  impossible  to  maintain 
nutrition  by  prof)cr  medical  treatment.  As  Loreta's  digital 
divulsion  of  the  pylorus  has  been  largely  abandoned,  owing 
to  its  high  mortality  (3 I.I  per  cent.),  there  may  be  said  to 
be  but  two  operations  available — pyloroplasty  and  gastro- 
enterostomy. The  treatment  of  pyloric  cancer  is  considered 
on  page  58. 
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GASTROPTOSIS  AND  ENTEROPTOSIS. 
lOltoard's  Disease.) 

Definition. — Prolapse  of  the  stomach  and  transverse 
colon  caused  by  congenital  or  acquired  weakness  of  the 
abtlominal  muscles  and  ligaments. 

Etiology. — The  condition  is  much  more  common  in 
women  tlian  in  men.  Tight  lacing,  repeated  pregnancies, 
abnormal  formation  of  the  thorax,  enlargement  of  other 
abdominal  organs,  gastrectasis,  and  constitutional  weakness 
are  important  predisposing  factors. 

Sjrmptoms. — The  chief  objective  feature  is  a  more  or 
less  pronounced  downward  displacement  of  the  pylorus,  in 
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consequence  of  which  the  stomach  assumes  a  vertical  or 
subvertical  position.  Dislocation  of  the  whole  stomach 
downward  is  rare.  Dilatation  of  the*  pyloric  extremity  is  a 
common  sequel.  Tiic  position  and  size  of  the  viscus  can 
be  determined  accurately  only  after  artificial  inflation.  The 
transverse  colon  shares  in  the  downward  displacement  of 
the  stomach  and  occupies  a  position  immediately  below  the 
greater  curvature.  Ptosis  of  other  abdominal  organs,  espe- 
cially of  the  rij^ht  kidney  and  liver,  is  also  present  in  many 
cases.  Separation  of  the  recti  muscles  is  often  seen.  A 
floating  tenth   rib  is   less  frequent. 

The  subjective  symptoms  arc  those  of  motor  insufficiency 
or  atony  of  the  stomach. — fulness  and  distress  after  meals, 
splashing,  gaseous  eructation,  pain  in  the  back,  and  consti- 
pation.— combined,  in  many  cases,  with  more  or  less  marked 
neurasthenia. 

Treatment. — The  diet  should  be  adapted  to  the  diges- 
tive and  motor  powers  of  the  stomach.  Mechanical  support 
of  the  pylorus  by  means  of  a  snugly  fitting  abdominal 
bandage  afflirds  relief  in  mihl  cases.  In  severe  cases,  espe- 
cially when  the  nervous  phenomena  are  pronounced,  a 
modified  rest-cure  may  prove  effective.  Lavage  is  not 
indicated  unless  there  is  general  dilatation  with  retention  or 
excessive  secretion  of  mucus.  In  ver>'  obstinate  cases  sur- 
gical intervention  should  he  coni^idered. 


HEMATEME5IS. 
( Oastrorrhagia. ) 

Etiology. — Hemorrhage  from  the  stomach  may  result 
from — (ij  Traumatism;  (2)  gastric  ulcer;  (3)  gastric  can- 
cer; (4)  venous  engorgement  of  the  stomach  followine;;  cir- 
rhosis of  the  liver,  primar)'-  splenomegaly,  or  chronic  heart 
disease  ;  (5)  acute  gastritis  ;  (6)  blood  dyscrasia.as  in  scurvy, 
purpura,  severe  infections,  and  grave  anemias ;  (7)  rupture 
of  an  aneurysm ;  (8)  swallowing  of  blood  from  the  nose, 
mouth,  or  throat;  (9)  vicarious  menstruation  ;  (10)  hysteria. 

Symptoms. — The  quantity  of  blood  that  is  vomited 
varies  considerably  :  rarely  a  quart  or  more  is  lost.     In 
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many  cases  a  portion  of  the  blood  escapes  through  the 
bowel.  The  blood  is  usually  dark,  is  often  mixed  with 
food,  has  an  acid  reaction,  and  may  be  fluid  or  clotted.  If 
the  hemorrhaj^e  is  severe,  the  5)-mptonis  of  acute  anemia 
develop — pallor,  weakness,  vertigo,  lijinitus  auriuni,  dim- 
ness of  sight,  syncope,  and  convulsions. 

Diagnosis. — Hemoptysis. — The  blood  is  coughed  up ;  it 
is  usually  bright  red,  frothy,  and  alkaline  in  reaction ;  sub- 
sequent expectorations  arc  tinged  with  blood,  and  the  asso- 
ciated symptoms  and  signs  point  to  pulmonary  or  cardiac 
disease. 

Prognosis. — Hematemesis  is  rarely  so  severe  as  to  cause 
death.  The  most  dangerous  hemorrhages  are  those  that 
occur  ill  l:ir^h^>^is  of  the  liver,  splenomegaly,  and  aneur>'sm. 

Treatment. — In  the  treatment  of  licmatcmesis  absolute 
rest  is  essential.  No  food  of  any  kind  should  be  given  by 
the  mouth.  An  ice-bag  should  be  applied  over  the  stomach, 
and  morphin  should  be  given  hypodermically.  The  appli- 
cation of  firm  bandages  to  the  four  extremities  may  act 
favorably.  Ergot  and  such  drugs  as  tannic  acid,  iron  sul- 
phate, and  lead  acetate  arc  of  very  doubtful  utility.  A  solu- 
tion of  adrenalin  chlorid  (1  :  locw)  is  worthy  of  trial. 
Twenty  minims  may  be  given  in  half  an  ounce  of  water 
every  hour.  When  the  bleeding  is  prolonged,  three  or  four 
ounces  of  a  solution  of  gelatin  (lO  to  15  per  cent.)  may  be 
given  several  times  a  day. 

Collapse  following  hemorrhage  will  call  for  diffusible 
stimulants,  the  external  application  of  heat,  and  the  subcu- 
taneous or  intravenous  injection  of  warm  saline  solution. 


HABITUAL  CONSTIPATION. 

Definition. — Infrequent  or  difficult  evacuation  of  the 
feces. 

HtiolO£7. — The  chief  causes  are  :  (1)  Many  general  dis- 
eases that  lessen  the  intestinal  secretions  or  inhibit  peri- 
stalsis, such  as  the  acute  fevers,  anemia,  diabetes,  neurasthe- 
nia, hysteria,  and  organic  affections  of  the  brain  and  spinal 
cord.     (2)   Many  diseases  of  the  digestive  tract — chronic 
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gastritis,  gastrectasis,  gastric  cancer,  obstructive  jaundice, 
and  chronic  intestinal  catarrh,  (j)  Sedentary  habits.  (4) 
Improper  food.  (5)  Atony  of  the  bowel  and  weakness  of 
the  abdominal  muscles.  (6)  Muscular  spasm  excited  by 
irritable  prostate,  uterine  disease,  ulceration  of  the  rectum, 
or  stricture. 

S3miptoms. — Some  persons  continue  to  enjoy  excellent 
health  even  though  their  bowels  are  evacuated  at  very  in- 
frequent intervals.  Generally,  however,  retention  of  fecal 
matter  in  the  intestines  longer  than  is  customaiy  with  the 
individual  gives  rise  to  unpleasant  symptoms,  common 
among  which  are  headache,  dizziness,  mental  sluggishness, 
lassitude,  fetor  of  the  breath,  a  coated  tongue,  and  anorexia. 

Sequels. — Severe  persistent  constipation  may  lead  to  piles, 
fissure,  ulceration  of  the  colon,  diarrhea  from  irritation,  or 
fecal  impaction. 

Treatment. — The  removal  of  the  cause  is  a  matter  of 
the  first  importance.  Cathartics  should  be  avoided,  if  possi- 
ble. In  some  cases  the  activity  of  the  bowels  is  restored 
by  repeated  daily  attempts  at  defecation  at  some  special 
hour.  Systematic  exercise  and  cold  bathing  are  of  the 
greatest  benefit.  Abdominal  massage,  especially  digital 
kneading  in  the  direction  of  the  colon,  is  often  quite 
effectual. 

Unless  the  state  of  digestion  offers  a  contraindication, 
such  laxative  articles  of  ft»od  as  green  vegetables,  oatmeal, 
cornmeal,  whole-wheat  bread,  oils,  and  cooked  fruits  should 
be  ordered.  Water-drinking  should  be  encouraged.  In 
mild  cases  a  glass  of  cold  water  before  breakfast  may 
suffice. 

General  tonics,  like  iron  and  str>'chnin,  are  sometimes 
needed.  Mineral  waters,  like  Friedrichshall,  Hunyadi  Janos, 
or  the  milder  Saratoga  or  Bedford  waters,  are  ver)-  useful, 
but  possess  no  special  advantages  over  the  saline  laxatives 
(sodium  phosphate  or  Rochellc  salt),  when  the  latter  are 
taken  in  small  amounts  well  diluted.  Knemas  of  soapy 
water  or  of  glycerin  or  suppositories  of  gluten,  soap,  or 
glycerin,  often  prove  highly  satisfactor)\  Vegetable  cathar- 
tics are  usually  necessary  in  obstinate  cases.     The  mild  ones 
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f  should  always  be  tried  first,  and  even  with  these  considera- 
ble care  should  be  exercised  lest  the  patient  comes  to  rely 
upon  drugs  to  the  exclusion  of  the  hygienic  and  dietetic 
measures  already  indic«itcd.  Of  the  mild  laxatives,  cascara 
sagrada  is  one  of  the  best ;  from  lo  to  30  minims  of  the 
fluid  extract,  or  a  corresponding  dose  of  an  agreeable  elixir, 
may  be  administered  at  bedtime  and  repeated,  if  necessary, 
in  the  morning. 

In  many  cases  a  combination  of  several  laxatives  (rhu- 
barb, aloes,  podophyllum,  euonymin,  and  colocynth)  acts 
better  than  any  one  singly.  As  adjuvants,  nux  vomica  or 
physostigma  may  be  added  to  overcome  intestinal  atony, 
and  belladonna  or  hyoscyamiis  to  prevent  griping.  The 
most  suitable  combination  must  be  determined  in  each  c.ise 
by  experience.  A  pill,  like  one  of  the  following,  will  gen- 
erally prove  satisfactory : 


Ijt-     Aloini 

Slryclinina-  sulphali*    .    . 

Extract)  bclladonnee 
Fiant  piluliv  N«j.  xxiv. 
Sic. — One  pill  at  bcdiimc. 

H-     Pulveris  rbci 

Extract)  rhamni  panhiansr 
Extracii  cuonymi      .    .    . 
Extracli  nhyiKtstigitifUis 
K&tracti  tKrlUdimn^i:     .    . 

Fiani  piluljc  No,  xxiv. 

Sic. — One  (till  at  bedtime. 


&   \ 
.  gr.  iij.— M. 


Ail  gr.  xxiy 

.  gr.  xij 

afl  gr.  i». — M, 
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INTESTINAL  COUC 
(Enteralgia;  Tormina.) 

Definition. — Intestinal  jxiin  of  a  spasmodic  character. 

Btiologfy. — It  usually  results  from  irritatinj:,'  food,  flatu- 
lence, or  fecal  accumulation.  It  is  sometimes  of  a  rheumatic 
or  gouty  origin.  It  is  a  common  symptom  of  structural 
lesions  of  the  bowel — enteritis,  dysentery,  appendicitis,  in- 
testinal obstruction.  It  is  an  important  symptom  in  chronic 
lead-poisoning.  It  may  be  reflex  from  disease  of  the  ova- 
ries, uterus,  liver,  vertebrae,  etc.  It  may  occur  as  a  crisis  of 
locomotor  ataxia. 
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S3rtnptotllS. — Paroxysms  of  se\ere  pain  of  a  twisting 
character,  centering  around  the  umbilicus,  and  relieved  by 
pressure.  The  abdomen  is  usually  distended.  Severe  at- 
tacks may  lead  to  coMapse,  indicated  by  cold  sweats,  pinched 
features,  feeble  pulse,  and  vomiting.  The  attack  lasts  from 
a  few  minutes  to  several  hours,  and  usually  ends  with  a  dis- 
chartje  of  flatus. 

Diagnosis. — Lead  Colic. — Histor>\  blue  line  on  the 
gums,  retracted  abduminal  walls,  wrist-drop,  and  lead  in  the 
urine. 

Biliary  Oolic. — Pain  radiating  from  the  liver  to  the  back, 
jaundice,  local  tenderness,  and  calculus  in  the  stool. 

Eenal  Oolic. — Pain  extending  from  the  kidney  along  the 
ureter  to  the  penis  and  testicle,  frequent  micturition,  blood 
or  calculus  in  the  urine. 

Rhemnatism  of  the  Abdominal  Muscles. — Pain  is  super- 
ficial, jx^rsistcnt,  and  increased  by  pressure  and  movements 
of  the  body. 

Chronic  Appendicitis. — Localized  tenderness  (McBurney's 
point),  muscular  rigidity,  and  induration. 

Intestinal  Obstruction.  —  Localized  tenderness,  more  or 
less  continuous  pain,  jiersistent  constipation,  and  incessant 
vomitinLj,  often  stcrcnraccous. 

Treatment. — The  indications  are  to  relieve  pain  and  to 
remove  the  cause.  Turpentine  stupes  are  useful.  In  severe 
cases  it  will  be  ncccssar)'  to  give  moq^hin  {\  to  \  grain) 
and  atropin  {-^^^  grain)  hypodcrmically.  Carminatives — 
peppermint,  ginger,  oil  of  cloves.  Hoffman's  anodyne — often 
afford  relief 

Colic  excited  by  irritating  food  or  fecal  accumulation  is 
promptly  relieved  by  saline  or  mercurial  purges. 


DIARRHEA. 

Definition. — A  condition  in  which  the  stools  are  too 
frefjuent  or  too  liquid.  Like  dyspepsia,  it  is  a  symptom  of 
many  pathologic  conditions. 

Etiology,— { I )  It  results  from  inflammation  of  the  intes- 
tines— enteritis,    ileocolitis,   dysentery   (inflammatory    diar- 
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(2)  It  is  a  symptom  of  certain  infectious  diseases, 
such  as  lyplioid  fever  and  cholera  (symptomatic  diarrhea), 
(j)  It  may  be  excited  by  cathartic  drugs.  (4)  It  often  oc- 
curs as  a  final  symptom  In  cachectic  states,  as  in  cancer^ 
^ diabetes,  and  chronic  Rright's  disease  (colliquative  diarrhea). 
(5)  It  sometimes  marks  the  crisis  of  acute  infections,  such 
as  typhus  fever  and  pticimionia  (critical  diarrhea).  (6)  It 
may  result  from  nervous  excitement  (nervous  diarrhea), 
an 


INTESTINAL  CATARRH. 
(Diarrhea ;    Catarrhal  Enteritis.) 

Etiology. — Warm  weather,  childhood,  improper  food, 
and  bad  hygienic  surroundings  arc  general  predisposing 
factors.  The  disease  is  usually  excited  by  irritating  prod- 
ucts in  the  intestinal  canal  or  by  sudden  changes  in  tem- 
perature. Poisons  produced  in  the  decomposition  of  milk 
and  other  foods  by  bacteria  are  the  most  common  excitants. 
Inorganic  poisons  (arsenic,  antimony,  mercury)  may  also 
induce  acute  diarrhea. 

Pathology. — The  mucosa  is  swollen,  slightly  injected, 
and  covered  with  a  mucous  exudate  composed  of  desqua- 
mated and  degenerated  epithelial  cells  and  leukocytes. 
The  lymph-follicles  arc  enlarged  and  occasionally  ulcerated, 

OtroHir  tftft'Hfzs  may  result  from  acute  attacks  or  from 
passive  congestion  in  consequence  of  heart  or  li\'er  disease. 
The  mucous  membrane  is  pigmented,  and,  in  the  early 
stages,  usually  thickened  from  proliferation  of  the  fixed 
connective-tissue  cells.  In  the  later  stages  atrophy  may 
ensue  from  destruction  of  the  glands  and  shrinking  of  the 
stroma. 

Symptonis. — Acute  Enteritis. — The  chief  symptoms  are 
slight  fever,  with  its  attending  phenomena,  colicky  pains, 
rumbling  noises  (borborygmi),  and  frequent  thin  stools,  of 
a  yellowish  or  greenish  color,  offensive,  and  containing  undi- 
gested food.  The  number  of  stools  varies  from  three  to 
twelve  or  more  a  day.  The  attack  usually  lasts  from  a  few 
days  to  a  week. 

Oliroiuc  enteritis  is  manifested  by  frequent  liquid  stools, 
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which  vary  in  color  and  character  according  to  the  scat  of 
the  catarrh,  cohcky  pain^,  impaired  nutritioa,  and  anemia. 
The  presence  in  the  stools  of  much  undigested  food 
(lientcry)  indicates  involvement  of  the  small  bowel,  and  the 
presence  of  mucli   mucus,   invulveinent  of  the  larL,'e  bowel. 

Membranous  Enteritis. — Tliis  term  has  been  applied  to 
two  conditions  :  ( i)  A  true  croupous  enteritis,  which  is  asso- 
ciated with  the  formation  of  a  false  membrane,  and  which 
is  seen  in  cachectic  states,  in  acute  infectious  diseases,  and 
as  a  result  of  mineral  poisoning.  (2)  Mucous  colic,  or 
mucous  colitis,  a  chronic  form  of  colitis  usually  occurring 
in  women  of  a  marked  nervous  temperament,  and  charac- 
terized by  paroxysms  of  severe  pain  and  the  dischar]:;e  of 
gray»  translucent  casts  which,  however,  are  not  membranous, 
but  mucoid  in  character. 

Diagnosis. — Dysentery. — The  small  mucous  and  blood 
discharges  and  itie  severe  tenesmus  will  indicate  dysentery. 

Heocolitis. — This  disease  may  be  separated  from  simple 
enteritis  by  the  continued  high  fever,  more  frequent  dis- 
charges, the  presence  of  blood  and  mucus,  the  tenesmus, 
and  the  c^reater  prostration. 

Peritonitis. — Tliis  disease  is  readily  distinguished  from 
enteritis  by  the  more  intense  pain  and  tenderness,  the 
greater  tympany,  the  marked  constitutional  disturbance, 
the  constipation,  and  the  immobility  of  the  patient. 

Typhoid  Fever. — The  gradual  onset,  nose-bleed,  splenic 
enlargement,  characteristic  fever,  Widal  reaction,  and  erup- 
tion will  lead  to  the  recognition  of  typhoid  fever. 

Prognosis. — Favorable  in  uncomplicated  cases.  Chronic 
diarrhea  often  persists  for  many  years  and  is  very  resistant 
to  treatment. 

Treatment. — Amie  Diarrhea  in  Adults. — Rest  in  bed 
and  the  substitution  of  bland  nourishment  for  the  ordinary 
diet  arc  all  that  is  required  in  many  cases.  Roiled  milk. 
milk  and  arrow-root,  and  mutton,  veal,  or  chicken  broth 
are  suitable  foods.  If  the  patient  is  seen  at  the  outset  and 
there  is  reason  to  believe  that  irritant  material  is  still  pres- 
ent in  the  bowel,  it  is  advisable  to  administer  an  unirritating 
purgative,  such  as  castor  oil,    Epsom  salts,  or    fractional 
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doses  of  calomel.  Occasionally  a  second  dose  of  the  purga- 
tive may  be  given  witli  benefit  Kxternally,  stupes  or  sina- 
pisms are  frequently  efficacious.  If  the  diarrhea  continues, 
opium  and  mild  astringents,  like  bismuth  subnitratc  and 
chalk,  are  indicated.  They  may  be  combined  advantage- 
ously with  antiseptics,  as  in  the  following  formulas; 

U.    Moruhioa*  ^ulplialis ^*  j 

Salol ^r.  XXX 

Bi.Mnuthi  ^u^Ilitrati5 Jss. — M. 

Fianl  chartuUc  No.  xij. 

SlG. — One  powder  erery  three  boun. 

B-    Bi-smuOii  salicjrlatis .  . ^te 

Creiar  pra'parntx' jMSk 

Tmctunv  opii  outiphoraUr (3] 

Pulvcris  acacix' q.  s. 

Aquw  cinnaiiiomi ij.  s.  adf^vj. —  M. 

SiG. — A  Ublespooalul  every  tbnre  tioan. 

Chronic  Diarrhea. — The  cause  must  be  ascertained  and 
removed,  if  possible.  The  diet,  clothing,  habits,  occupa- 
tion, and  mode  of  living  of  the  patient  should  receive  care- 
ful attention.  No  definite  rules  can  be  laid  down  in  refer- 
ence to  the  diet.  When  the  disease  is  not  very  severe  and 
is  confined  for  the  most  part  to  the  colon,  a  selected  mixed 
diet  may  be  allowed.  Many  patients  do  well  upon  an 
exclusive  milk  diet.  Foods  that  are  bulky  and  leave  much 
residue  are  always  inadmissible. 

Protection  of  the  body  against  chilling  is  of  vital  impor- 
tance. Woolens  should  be  worn  next  to  the  skin.  A 
snugly  fitting  abdominal  bandage  may  be  worn  as  an  addi- 
tional safeguard.  Rest  in  bed  is  sometimes  essential. 
When  the  general  nutrition  is  not  too  much  impaired,  a 
change  of  air  and  scene  may  prove  very  beneficial. 

Mineral  astringents,  especially  bismuth  subnitrate  (30  to 
40  grains),  silver  nitrate  (}  tn  ^  grain),  copper  sulphate  (}  to 
I  grain ),  and  lead  acetate  ( I  to  3  grains)  are  of  service. 

Intestinal  antiseptics — salol.  bismuth  salicylate,  beta- 
naphthol-bismuth — are  useful  adjuvants.  Opium  is  often 
required  in  acute  exacerbations.  When  the  disease  is  sit- 
uated chiefly  in  the  colon,  irrigation  of  the  bowel  two  or 


It^uspcnd  all  nourLshmcnt  for  thl 
hours,  allowing  nothing;  by  the  mouth  bu| 
plain    boiled    water.       Subsequently,    albt 
beef-juice,  veal  broth,  or  a  liquid  peptone] 
be  given  in   lieu   of  milk.     Milk  feeding 
resumed  very  ^rraduall)'.     Absolute  rest  ii 
position  is  essential.      Removal  to  the  seashi 
is  often  of  the  greatest  benefit. 

To  remove  irritant  matter  from  the  bnvi 
calomel  should  be  given,  preferably  llic 
stomach  is  sensitive.  In  most  cases  it  is 
low  the  purge  with  a  sedative  astringent  li| 
nitrate  or  chalk.  From  5  to  10  grains  of  on- 
may  be  given  every  two  or  three  hours  \vr 
antiseptic  (salol,  beta-naphthol-bisniuth,  bisn 
some  such  combination  as  the  following  maj 

K.     GUniuIbi  subnitratis     ....... 

Salol 

Mistune  crein:      

SiG. — A  trUApooiiful  every  two  liours. 


A  more  active  astringent,  like  tannalbin  01 

[3   grains),  may  be   given    in   addition   to  th« 

litrate  or  chalk  when  the  discharges  are  c 

fuse  and  water>'. 
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ACUTE  ILEOCOLITIS, 

Definition. — ^An  acute  inflammator>'  disease  involving 
the  ileum  and  colon  and  affecting  especially  the  lymph- 
follicles. 

Etiology. — It  occurs  most  frequently  in  artificially  fed 
children.  Warm  weather  and  b;»d  hygienic  surroundings 
are  important  predisposing  factors.  It  sometimes  follows 
acute  infections,  like  measles. 

Micro-organisms  undoubtedly  play  an  important  role  in 
the  process.  In  a  number  of  instances  the  Bacillus  dysen- 
tcriaf  of  Shiga  has  been  recognized. 

Pathology. — The  mucous  membrane  is  swollen  and 
edematous.  The  solitary  and  agminated  glands  are  much 
enlarged  and  often  ulcerated.  In  some  cases  the  colon  is 
covered  with  a  pseudomcmbrane. 

Symptoms. — The  chief  features  are  pronounced  fever 
(102°  to  104®  F".),  abdonu'nal  distention  and  tenderness, 
tenesmus,  frequent  small  stools  of  a  greenish-yellow  color 
and  mixed  with  mucus  and  blood,  and  sometimes  with 
membranous  shreds.  There  is  rapid  loss  of  weight  and 
strength.  Death  is  frequently  preceded  by  delirium,  stupor, 
convulsions,  and  coma  (spurious  hydrocephalus). 

Diagnosis. — The  differential  diagnosis  between  ileo- 
colitis and  Ltitarrhal  enteritis  has  already  been  considered. 

Cholera  infantum  may  be  recognized  by  the  rapid  onset, 
constant  vomiting,  profuse  serous  stools,  great  thirst,  high 
rectal  temperature,  and  rapidly  developing  collapse. 

Prognosis.  — Grave  ;  mild  ca.scs  recover  in  from  two  to 
three  weeks.  Strength  is  regained  slowly  and  relapses  are 
common. 

Treatment. — This  is  much  the  same  as  that  of  acute 
catarrhal  enteritis.  A  change  of  air  is  very  desirable.  Stim- 
ulants are  often  required.  iFrom  10  to  20  minims  of  whisky 
may  be  given  every  two,  three,  or  four  hours.  Intestinal 
irrigation  is  an  important  jxirt  of  the  treatment.  Twice  a 
day  the  colon  should  be  thoroughly  flushed  with  sterile 
water  containing  a  dram  of  benzoate  of  sodium  to  the  pint. 
After  the  irrigation  an  enema  of  thin  mucilage  (2  fluid- 
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ounces)  and  bismuth  subnitrate  (2  drams)  may  be  given 
every  three  or  four  hours.  Extreme  tenesmus  is  some- 
times relieved  by  small  suppositories  containing  J  of  a  grain 
of  cocain  (Rotch). 

CHOLERA  INFANTUM, 

Definition. — An  acute  gastro-intestinul  affection  char- 
acterized by  severe  chokriform  symptoms,  Compared  with 
acute  catarrhal  enteritis  and  ileocolitis,  it  is  a  rare  disease. 

Btiology. — Hot  weather,  faulty  feeding,  bad  hygienic 
surroundings,  dentition,  and  indigestion  are  important  pre- 
disposing factors.  The  disease  is  probably  excited  by  a 
specific  micro-organism. 

PatholO£;y. — Beyond  a  sUglit  catarrii  of  tlie  gastro- 
intestinal tract  there  are  no  gross  lesions.  The  grave  con- 
stitutional symptoms  are  no  doubt  due  to  the  absorption  of 
a  bacterial  poison. 

Symptoms. — The  symptoms  develop  rapidly.  Vomit- 
ing and  purging  begin  almost  simultaneously  and  become 
incessant.  The  stools  are  thin  and  watery  and  have  a 
musty  odor  and  an  alkaline  reaction.  Thirst  is  intense; 
there  is  great  restlessness;  the  pulse  is  ra[jid  and  feeble; 
the  surface  temperature  is  low,  but  the  rectal  temperature  is 
ver)' high  (105*^  to  ro6°  F.);  the  urine  is  alnu)st  suppressed. 
Collapse  soon  follows,  and  is  indicated  by  pincheil  features, 
hollow  eyes,  sunken  fontanel,  pallid  skin,  and  cold  surface. 
Even  at  this  time  a  reaction  may  set  in,  but  in  the  large 
majority  of  cases  death  results  in  from  twenty-four  to  forty- 
eight  hours  from  exhaustion.  The  end  may  be  char- 
acterized by  the  symptoms  of  spurious  Iiydrocephalus — 
delirium,  stupor,  convulsions,  and  coma.  As  these  nervous 
phenomena  are  unassociated  with  any  cerebral  lesion,  they 
are  probably  toxemic. 

Prognosis. — The  prognosis  is  very  bad.  The  outlook 
is  more  favorable  when  the  child  has  survived  the  severe 
symptoms  of  the  first  two  days.     Recover}'  is  always  tedious. 

Treatment. — The  stomach  should  be  washed  out  with 
warm   water,   and   the  bowel    irrigated   with    cold   water. 
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At  first  nothing  should  be  given  by  the  mouth  except 
sterilized  ice-cold  water  and  iced  brandy  or  champagne. 
When  the  stomach  is  wholly  unrctentive,  stimulants 
should  be  given  hypodcrmically.  Hot  packs  (101.4^  F.) 
are  very  useful  in  combating  collapse.  In  urgent  cases 
normal  salt  solution  (40  grains  to  the  pint)  sliould  be  used 
subcutaneously,  from  2  to  3  ounces  being  injected  three  or 
four  times  daily.  If  vomiting  and  purging  still  continue, 
small  doses  of  morphin  and  atropin  should  be  administered 
hypodermically.  Holt  gives  ^\^  of  a  grain  of  morphin  with 
yJu  of  a  grain  of  atropin  for  a  child  one  year  old,  and  re- 
peats the  dose,  if  necessary. 

After  vomiting  has  ceased,  barley-water,  albumin-water, 
and  fresh  becf-juicc  may  be  given  by  tlie  mouth.     Mi 
feeding  should  always  be  resumed  ver>'  gradually. 
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Definition. — An  acute  or  chronic  inflammatory  disease 
of  the  colon,  manifested  clinically  by  abdominal  pain,  tenes- 
mus, and  the  frequent  passage  of  small  stools  containing 
mucus  and  blood. 

Varieties. — { i)  Catarrhal ;  (2)  amebic  ;  (3)  bacillary. 

Etiology. — (l)Warm  climates  and  warm  weather;  (2) 
bad  hygienic  surroundings;  (3)  ingestion  of  irritating  food; 
(4)  exposure  to  cold  and  wet ;  (5)  cachectic  states — are  the 
predisposing  factors. 

The  catarrhal  form  is  usually  sporadic  and  appears  to 
have  no  specific  etiolog>'.     It  is  common  in  temperate  zones. 

The  amebic  form  is  due  to  the  Amaba  coH,  an  organism 
from  three  to  five  limes  the  size  of  a  red  blood-cell,  consist- 
ing of  a  centra!  mass  of  granular  protoplasm  surrounded  by 
a  narrow  rim  of  clear  protoplasm.  It  may  be  endemic  or 
sporadic. 

In  the  bacillary  form  the  pathogenic  agent  is  the  hadllits 
of  Shiga,  a  motile,  flagellate  rod  belonging  to  the  colon- 
tj'phoid  group  of  bacilli  and  possessing  pronounced  agglu- 
tinating properties.  Bacillary  dysentery  is  commonly  epi- 
demic, though  it  may  be  sporadic. 
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While  the  amebic  and  bacillary  forms  are  frequently 
encountered  in  temperate  climates,  they  are  especially  preva- 
lent it)  the  tropics. 

In  the  majority  of  instances  dysentery  is  a  water-borne 
disease. 

Pathology. — In  the  catarrhal  form  the  mucous  mem- 
brane of  the  colon  i-S  red,  swollen,  and  edematous.  Follicu- 
lar ulceration  is  sometimes  seen. 

The  amebic  form  is  marked  by  great  swelling  and  infil- 
tration of  the  mucosa  and  serpiginous  ulcers  with  irregular 
outlines  and  undermined  edges.  Abscess  of  the  liver  occurs 
in  about  20  per  cent,  nf  the  cases.  In  bacillary  dysentery 
the  inflammation  is  often  diphtheritic.  Ulcers  arc  also 
found,  but,  unlike  those  of  the  amebic  form,  they  begin  in 
tbe  mucosa  and  extend  regularly  into  the  deeper  coats. 


Fig.  3— Amceba  call. 


The  bacillus  is  found  with  great  difficulty  in  the  chronic 
cases.     Abscess  of  the  liver  is  uncommon. 

S3rmptoms.  —  OUaf-rhn/  Dysentery.  —  Moderate  fever 
(loi"-l03°  F-).  abdominal  pain,  tenderness  over  the  colon, 
constant  desire  to  defecate,  prostration,  tenesmus,  and  the 
passage  of  numerous  small  .stools  containing  mucus  and 
blood.  Recovery  usually  follows  in  from  a  week  to  ten 
days.  The  disease  occasionally  becomes  chronic.  Com- 
plications are  rare.    . 

Amebic  Dysentery. — In  this  form  the  onset  is  more  grad- 
ual, fever  is  not  so  high,  tenesmus  is  less  marked,  and  the 
discharges  contain  living  amcbae.  In  favorable  cases  the 
symptoms  abate  in  from  six  to  twelve  weeks.  In  the 
majority  of  cases,  however,  the  course  of  the  disease  is 
essentially  chronic,  and  marked  by  periodic  recrudescences. 

The  chief  features  of  the  chropiic  form  are  dull  abdominal 
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tenderness  over  the  colon,  frequent  stools  consisting 
f  scybalous   masses    covered   with    tenacious    mucus   and 

rhaps  with  blood  and  pus.  Slij;ht  tenesmus,  and  ulti- 
malely  extreme  anemia  and  emaciation.  Death  usually 
jresuits  from  complications,  the  most  common  of  which  is 
bscess  of  the  liver. 

Bacillary  Dysentery. — The  symptoms  bc^nn  acutely,  and 
arc  often  severe.  In  addition  to  nuicus  and  blood,  the 
stools  may  contain  false  membrane  and  gangrenous  tis- 
sue. Tympanites  is  common.  Typhoid  symptoms — delir- 
ium, stupor,  subsuitus  tendinum,  etc. — are  also  frequent. 
Asthenia  and  emaciation  rapidly  develop.  The  blood-serum 
)iclds  an  agglutination  reaction  with  the  Shiga  bacillus.  In 
some  epidemics  the  mortality  has  reached  40  per  cent. 
Death  usually  results  from  exhaustion  or  collapse,  and  very 

rely  from   abscess   of  the  liver  or  other  complications. 

ccasionally  the  disease  loses  its  acute  character  and 
becomes  chronic. 

Complications  and  Seqnels. — Hepatic  abscess  is  the 
most  common  complication.  It  occurs  chiefly  in  the  amebic 
form.  Peritonitis  from  perforation  or  from  extension  of 
the  inflammation,  hemorrhage,  multiple  neuritis,  and  intes- 
tinal stricture  arc  rare  accidents. 

Diagfnosis. — Acute  Catarrhal  Enteritla. — In  this  disease 
tenesmus  is  absent;  the  stotils  are  not  bloody  and  mucoid, 
and  are  neither  so  frequent  nor  so  scanty. 

Intussuaceptioii. — The  abrupt  onset,  persistent  vomiting, 
and  presence  of  a  sausage-shaped  tumor  in  the  abdomen 
will  generally  make  the  diagnosis  clear. 

Treatment. — Rest  in  bed  is  imperative.     In  acute  cases 

e   diet  should    be    liquid — milk   with    limc-watcr,  animal 

oths,  and  egg-white.  In  chronic  cases  soft-boiled  eggs, 
pulled  bread,  .steamed  rice,  oysters,  and  tender  meats  may 
be  allowed. 

The  stools  should  be  immediately  disinfected. 

An  unirritating  purgative  (Epsom  salts  or  calomel)  is 
nearly  always  indicated  at  the  onset.  Subsequently,  opium 
should  be  given  to  check  peristalsis  and  to  relieve  tenesmus. 
^  be  given  hypodermically  in  the  form  of  morphia. 
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or  by  the  bowel  in  form  of  starch-water  {\  fluidounce)  and 
laudanum  (lo  to  20  drops)  injections.  Turpentine  stupes  or 
sinapisms  afford  relief.  Persistent  tenesmus  is  sometimes 
controlled  by  ice  supjiositorics  or  iodoform  suppositories 
(2  to  5  grains).  Internally,  bismuth  suhnitrate  (30  to  40 
grains!  with  antiseptics  like  beta-naphthol-bismuth  {10 
grains),  salol  (5  grains),  or  benzonaphthul  (5  to  10  grains). 
is  useful.     The  following  combination  is  often  of  value: 


B.    Pulveris  iptrcncuanhic  ft  opii 3>'i 

Hii^muihi  suf>nilralis Jss 

Uisniuthi  bctu-na.ptithol ^.— 

Fiont  charlula'  No.  xij. 

Siu. — Unc  powder  every  iwo  hours. 


M. 


In  many  cases  the  adynamia  is  so  pronounced  that  stim- 
ulants must  be  used  freely. 

Two  special  methods  of  treatment  have  been  found  effica- 
cious— that  by  ipecac  and  that  by  salines : 

Ipecac. — On  the  first  day  a  single  large  dose  of  from  30 
to  40  grains  of  powdered  ipecac  is  given  stirred  up  in 
water.  Subsequently  from  10  to  20  grains  are  given  daily 
for  three  or  four  days.  To  prevent  emesis,  laudanum  (15 
to  20  drops)  is  given  twenty  minutes  in  advance  of  the 
ipecac.  A  sinapism  is  applied  to  the  epigastrium,  and  abso- 
lute quiet  is  enjoined.  A  .succes.sful  issue  is  indicated  by 
the  appearance,  usually  within  twenty-four  hours,  of  a 
copious  black  stool. 

Salines. — A  purgative  dose  of  magnesium  sulphate  is 
administered  at  once,  and  after  the  bowel  has  been  thor- 
oughly emptied,  small  doses  (i  dram)  are  given  several  times 
a  day.  preferably  in  combination  with  aromatic  sulphuric 
acid,  as  in  the  following  formula : 

li-    Mftgncsii  sulpbaiis ,^iss 

Acidi  sulphurici  aromatici ^ij 

Aqux  cinnamonii q.  5.  ad  f^vj. — M. 

SiG. — A  tablc-jxionftil  fnur  times  a  day. 

This  treatment  should  be  continued  for  several  days  after 
the  stools  have  ceased  to  be  dysenteric. 

Olironic  Dysentery. — Bismuth  subnitrate  (^  dram)  with  in- 
testinal antiseptics  is  of  value.     Stengel   and  others   have 
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found  sulphur  very  serviceable  in  amebic  dysentery.  Ten 
grains  should  be  given  three  or  four  times  a  day,  combined 
with  a  small  amount  of  opium. 

Intestinal  irrigation  with  solutions  of  silver  nitrate  (lo  to 
30  grains  to  I  pint  of  cold  water)  is  of  the  greatest  benefit 
These  injections  should  be  given  two  or  throe  times  a  week, 
the  fluid  being  introduced  very  gently  and  slowly  by  means 
>f  a  fountain-syringe.  When  the  rectum  is  very  irritable,  it 
IS  advisable  to  inject  a  small  quantity  of  cocain  solution 
(4  per  cent.)  before  introducing  the  irrigator.  In  amebic 
dysentery  warm  injections  of  quinin  (1:5000  to  1:2000), 
,      crcolin  (V-i  per  cent,  mixtures),  and  benzoyl -acetyl  pcroxid 

»l :  1000)  have  also  been  found  efficacious. 
I  CHOLERA  MORBUS. 

(Engliflh  Oholera;  Oholera  Nostras.) 
Definition. — An    acute    sporadic    disease,    rcsembHng 
Asiatic  cliulora,  but  not  excited  by  the  comma  bacillus  of 
Koch. 

Stiolog^. — ^The  summer  season  predisposes,  and  irri- 
tating food,  as  unripe  fruit,  and  a  sudden  change  of  tempera- 
ture are  the  usual  exciting  causes.  An  organism  resem- 
bling the  bacillus  of  true  cholera  is  often  present  in  the 
discharges. 

Symptoms. — There  are  intense  cramps  in  the  stomach, 
vomiting  and  purging  of  bilious  material,  thirst,  moderate 
fever,  and  great  prostration.  In  severe  cases  the  discharges 
become  serous,  and  symptoms  of  collapse  develop. 

Diag^nosis. — Asiatic  Cholera. — In  this  disease  there  is 
often  no  liistttry  uf  dietetic  indiscretions;  etiok>gic  relation 
with  another  case  can  usually  be  established  ;  the  stools 
have  a  characteristic  "  rice-water "  appearance ;  there  are 
painful  cramps  in  the  legs;  and  the  typical  cholera  bacillus 
is  present. 

Mineral  Poisoning. —The  history,  burning  pain  in  the  gul- 
let and  rectum,  erosion  of  the  mouth  and  throat,  and 
mucous,  bloody  discharges  will  usually  lead  to  a  correct 
diagnosis. 
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Prognosis. — Favorable.  Death  rarely  occurs,  except  in 
old  or  debilitated  subjects.  The  duration  is  usually  from 
twenty-four  tt)  forty-eight  hours. 

TTeatmeut. — The  hypodermic  injection  of  morphin  {\ 
grain)  and  atropin  (j^Jjy  grain)  is  usually  necessary.  Hot 
applications  to  the  abdomen  are  also  useful.  Thirst  is  best 
relieved  by  cracked  ice.  Calomel  in  fractional  doses  serves 
to  allay  vomiting  and  to  rid  the  bowel  of  irritating  matter. 

In  many  cases  an  anodyne  mixture  hke  the  following  will 
act  admirably : 

B.     Spiritus  camphone      izss 

Olci  caryophyUi TT^xjc 

Chloroformi f^iij 

Tinclur;^  upii  deodorati 

TinclUTfc  capsici OA  f3ij. — M. 

SiG, — Shake  well.     Thirty  10  forty  drops  in  water  every  half 
hour  lo  two  hours,  a«  rec^uired.  (H.  C.  Wood.) 

Collapse  will  require  hot  baths,  diffusible  stimulants  (am- 
monia, ether,  brandy),  and  subcutaneous  injections  of  salt 
solution. 

APPENDICITIS, 

(Typhlitis;  PerityphlitiB. ) 

Definition.— An  inflammation  of  the  appendix  vermi- 
form is. 

Pathology. — There  are  three  varieties :  Catarrhal,  ulcer- 
ative, and  interstitial. 

Catarrhal  Appcfuiicitis. — Iti  niild  cases  the  appearances 
are,  no  doubt,  similar  to  those  observed  in  catarrh  elsewhere, 
but  in  severe  cases  the  wall  of  the  appendix  is  infiltrated 
with  round-cells,  and  the  mucous  membrane  is  denuded  of 
epithelium  and  presents  a  granular  surface.  This  latter 
condition  may  eventuate  in  septic  peritonitis,  chronic  appen- 
dicitis with  relapses  {recurrent  appatdicitis),  or  union  of  the 
granulating  surfaces  with  complete  obliteration  {appendicitis 
obliterans). 

Ulcerative  Appendicitis. — In  this  type  the  wall  of  the  ap- 
pendix is  the  scat  of  a  more  or  less  localized  ulcer.  It  may 
be  associated  with  the  presence  of  fecal  concretion  or  a 
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brcign  body,  or  it  may  be  the  result  of  typhoid  or  tuber- 
cular infection. 

Interstitiai  Appendicitis. — In  this  form  the  wall  of  the  ap- 
pendix is  the  seat  of  a  necrosis,  which  is  not  infrequently 
gangrenous.  It  may  be  primary,  infection  taking  place 
through  the  lymphatics,  or  secondary  to  the  catarrhal  or 
ulcerative  form.  It  terminates  in  perforation,  thereby  excit- 
ing a  most  virulent  type  of  peritonitis. 

Appendicitis  is  always  due  to  the  action  of  pathogenic 
bacteria,  the  chief  offenders  being  the  Bacillus  coli  com- 
munis, Streptococcus  pyogenes,  Staphylococcus  pyogenes 
aureus,  typhoid  bacillus,  and  tubercle  bacillus.  Of  these, 
the  Bacillus  coli  communis,  a  natural  habitant  of  the  bowel, 
is  most  commonly  present.  Under  ordinary'  conditions  it  is 
harmless,  but  when  the  circulation  of  the  appendix  is  inter- 
fered with  from  any  cause  or  the  coats  of  the  tube  are 
abraded,  infection  is  liable  to  arise. 

Btiology. — It  is  more  common  in  males  than  in  females. 
It  is  mo.st  frequent  between  the  fifteenth  and  thirtieth  years. 
Exposure,  errors  in  diet,  intestinal  catarrh,  traumatism,  and 
the  lodgement  in  the  appendix  of  fecal  concretions  or  foreign 
bodies  predispose  to  the  disease.  It  may  follow  some  infec- 
tion like  typhoid  fever,  influenza,  or  tuberculosis.  It  may 
be  induced  by  twisting  of  the  appendix. 

Symptoms. — ( i)  Sudden  pain,  often  general  at  first,  but 
later  most  marked  in  the  right  iliac  region.  (2)  Circum- 
scribed tenderness,  most  frequently  detected  over  McBur- 
ney's  point — a  point  midway  on  a  line  between  the  umbilicus 
and  the  anterior  superior  iliac  spine.  (3)  Fever,  ranging 
between  100°  and  104®  F.  (4)  Localized  rigidity  in  the 
right  iliac  fossa,  or  the  presence  of  a  definite  tumor.  (5) 
Dorsal  decubitus  with  the  right  thigh  flexed.  (6)  Gastro- 
intestinal disturbances — anorexia,  nausea,  vomiting,  consti- 
pation, or  rarely  diarrhea. 

Terminations. — Resolution,  general  peritonitis,  and 
localized  abscess.  The  location  of  the  abscess  depends  on 
the  position  of  the  appendix.  It  may  be  found  in  either  of 
the  lower  quadrants  or  beneath  the  diaphragm  (subphrenic 
abscess).      The  pus  may  be  discharged  through  the  ab- 
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doniinal  walls,  ihc  bowel,  bladder,  or  vagina,  or  it  may 
escape  into  the  tissues  of  the  lumbar  region  or  thigh.  Ap- 
fKrndicitis  occasionally  excites  hepatic  abscess,  the  infection 
beiii^'  carried  throu^^h  the  portal  vein. 

Diagnosis. — Typhoid  Fever. — The  gradual  onset,  char- 
acteristic tempcralurc-cui-vc,  cpistaxis,  mental  hebetude, 
diarrhea,  splenic  enlargement,  and,  later,  the  rash  and 
Widal  reaction  will  indicate  typhoid  fever 

Benal  Colic— This  may  be  recognized  by  the  absence  of 
fever  and  of  local  rigidity,  and  tiie  presence  of  hematuria. 

Acute  Inflammation  of  the  Gall-bladder. — Pain  and  tender- 
ness in  the  right  hypochondrium,  a  smooth,  mobile  tumor, 
and  a  history  of  biliary  colic  would  suggest  this  condition. 

Tubal  Disease. — The  history  and  results  of  pelvic  exami- 
nation will  usually  prevent  an  error  m  diagnosis. 

Prognosis. — The  prognosis  depends  on  the  tyjxr.  The 
average  mortality  is  about   14  per  cent. 

Treatment, — The  patient  should  be  kept  in  bed  at 
absolute  rest.  The  diet  should  be  restricted  to  small  quan- 
tities of  bland  liquids — milk,  albumin-water,  and  broths. 
Constipation  is  best  relieved  by  enemas  of  warm  water. 
Locally,  cold  or  heat  may  be  applied,  according  to  the  sen- 
sations of  the  patient.  If  the  pain  is  verj''  severe,  morphin 
may  be  administered  hypodermically ;  only  the  minimum 
amount  necessary  to  afford  a  measure  of  relief  is  to  be  used, 
however,  as  by  obscuring  the  .symptoms,  the  drug  prevents 
an  accurate  study  of  the  progress  of  the  case. 

An  operation  should  be  urged — (i)  At  once  in  all  cases 
in  which  the  onset  is  very  severe,  the  symptoms  indicating 
special  severity  being  marked  right-sided  tenderness  and 
rigidity,  distention,  and  vomiting,  with  or  without  fever; 
(2)  in  cases  of  moderate  severity  which  manifest  no  improve- 
ment after  the  lapse  of  forty-eight  hours;  and  (3)  in  cases  in 
which  the  symptoms,  after  decided  improvement,  return. 
On  the  contrary,  operation  is  rarely  required,  at  least  during 
the  attack — (i)  In  cases  of  a  n»ild  type,  in  which  the  pain  is 
unaccompanied  by  rigidity,  distention,  nausea,  or  vomiting; 
and  (2)  in  cases  of  moderate  severity  in  which  improvement 
b  noticeable  within  forty-eight  hours.      Operation  during 
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the  quiescent  stage,  when  the  element  of  danger  is  almost 
entirely  removed,  is  to  be  recommended — (i)  When  an 
acute  atUck  has  been  followed  by  persistent  tumefaction 
and  tenderness,  intestinal  disturbances,  or  impairment  of  the 
general  health ;  (2)  when  there  have  already  been  two 
attacks,  even  of  moderate  severity;  and  (3)  when  mild 
attacks  occur  with  such  frequency  as  to  induce  disability. 


INTESTINAL  OBSTRUCTION. 

^Ileufi.) 

Intestinal  obstruction  may  be  either  acute  or  chronic 
The  chief  causes  of  the  acute  form  arc:  (1)  Strangulati(.>n ; 
(2)  intussusception;  (3)  volvulus;  (4)  impaction  of  foreign 
bodies  or  gall-stones ;  (5)  paresis  of  the  intestine;  (6)  con- 
genital malformadon  or  stricture. 

Chronic  obstruction  may  be  due  to— (i)  Impaction  of  feces ; 
(2)  stricture ;  (3)  tumors  of  the  bowel  or  of  neighboring 
organs. 

Symptoms  of  Acute  Obstmction. — (i)  Sudden  ab- 
dominal pain — at  fust  paroxysmal,  but  later  continuous; 
(2)  constipation,  soon  becoming  absolute:  (3)  vomiting,  per- 
sistent and  ultimately  of  a  stcrcoraccous  character ;  (4)  ab- 
dominal distention  ;  (5)  visible  i>eristaltic  waves  ;  (6)  col- 
lapse, indicated  by  pinched  features,  sunken  eyes,  a  cold, 
clammy  surface,  and  a  frequent  feeble  pulse. 

Symptoms  of  Chronic  Obstnictioti.— The  symptoms 
usually  develop  gradually.  Acute  symptoms  may  appear, 
however,  when  the  occlusion  becomes  complete.  The  chief 
features  arc  intractable  constipation,  colicky  pains,  distention 
of  the  abdomen,  and  gradual  failure  of  health.  The  stools 
may  be  ribbon-shaped  or  in  the  form  of  scybalous  masses, 
and  arc  sometimes  coated  with  mucus  and  blood.  Vomit- 
ing is  not  common. 

Diagnosis. — Marly  vomiting,  slight  distention,  suppres- 
sion of  urine,  and  rapid  collapse  point  to  an  obstruction  high 
in  the  small  intestine, 

Acut«  Oeneralized  Peritonitis. — The  history,  early  appear- 
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ance  of  fever  and  of  diffuse  tenderness,  signs  of  cfiTusion,  and 
absence  of  stercoraceous  voniitint^  will  indicate  peritonitis. 

Strangulation. — This  often  occurs  in  external  hernia,  when 
it  can  be  recognized  by  an  examination  of  the  inguinal, 
femoral,  and  umbilical  rings. 

Internal  strangnlation  is  very  common.  It  may  be  due 
to  the  slipping  of  a  coil  of  intestine  under  bands  of  adhe- 
sions, the  result  of  a  former  peritonitis,  or  under  Meckers 
diverticulum  that  is  abnormally  attaclied  to  the  abdominal 
wall,  or  through  a  slit  in  the  omentum  or  mcscntcr>',  the 
foramen  of  Winslow,  or  the  diaphragm.  It  usually  occurs 
in  young  adults ;  there  is  often  a  history  of  injury  or  of  peri- 
tonitis, and  the  symptoms  are  very  acute. 

Intussusception  or  Invagination. — This  is  the  slipping  of  a 
portion  of  the  intestine  into  the  part  immediately  below  it. 
It  occurs  especially  in  children.  Its  exciting  cause  is  proba- 
bly irregular  peristalsis,  whereby  one  part  of  the  bowel  is 
constricted  while  the  adjoining  part  is  dilated.  The  usual 
seat  is  the  ileocecal  region. 

Multiple  invaginations  are  frequently  found  postmortem, 
which  have  resulted  from  the  irregular  peristalsis  occurring 
just  before  death;  they  possess  no  inflammatory  character- 
istics. In  invaginations  not  cadaveric  the  parts  are  injected, 
swollen,  and  covered  with  lymph. 

The  age  of  the  patient,  the  sudden  abdominal  pain,  the 
vomiting,  the  passage  with  tenesmus  of  mucus  and  bloody 
feces,  and  the  presence  of  a  sausage-sha[>ed  tumor  in  the 
region  of  the  ascending  colon  are  the  diagnostic  features. 
Occasionally  the  invaginated  portion  can  be  felt  in  the 
rectum. 

Death  usually  results  from  gangrene,  peritonitis,  or  col- 
lapse. A  favorable  termination  sometimes  results  from  the 
escape  of  the  incarcerated  part,  or  by  a  sloughing  off  of 
the  strangulated  portion  and  adhesion  of  the  serous  surfaces. 

Volvulus  or  Twist  or  Knot  of  the  Bowel. — Volvulus  occurs 
most  commonly  in  middle-aged  men.  The  usual  seat  is  the 
sigmoid  flexure.  A  relaxed  and  lengthened  mesentery  is  a 
predisposing  factor.  It  cannot  be  recognized  with  certainty 
without  abdominal  section. 
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Impaction  of  Foreign  Bodies. — Foreign  bodies  swallowed 
by  accident  nr  dcsij^n,  i^.ill-stone-s,  or  enteroliths  may  cause 
acute  intestinal  obstruction.  The  history  may  aid  in  the 
diagnosis. 

Gall-stone  ileus  is  most  frequently  met  with  in  women 
after  the  fiftieth  year.  The  ileocecal  region  is  the  usual  scat 
of  the  obstrticiii>n. 

Paresis  of  the  Bowel. — This  occasionally  develops  idio- 
pathically  in  ner\'ous  women.  It  may  also  result  from  peri- 
tonitis, an  abdominal  operation,  the  reduction  of  a  hernia,  or 
traumatism. 

Congenital  Malformation. — ^This  rare  form  of  obstruction 
usually  consists  in  an  imperforate  condition  of  the  anus  01 
rectum.     It  may  he  rccotrnized  by  dij;ital  examination. 

Impaction  of  Feces. — This  may  occur  at  any  age,  but  it  is 
most  often  seen  in  jjcrsons  past  middle  life.  The  usual  scat 
of  the  impaction  is  the  rectum  or  colon.  The  condition 
may  be  recognized  by  the  gradual  onset  of  the  .symptoms, 
the  histoiy  of  habitual  constipation,  and  by  the  jjresence  of 
a  fecal  mass  in  the  rectum  or  of  an  irregular,  [winless, 
doughy  tumor  in  the  region  of  the  colon. 

Stricture  and  Tnmora. — Cicatricial  contraction  may  re- 
sult from  syphilitic,  tuberculous,  or  dysenteric  ulceration. 
The  rectum  is  the  part  most  frequently  involved.  The 
most  ctjmmon  tumor  of  the  bowel  is  cancer.  It  is  usually 
seated  in  the  rectum.  The  diagnosis  may  be  established 
by  the  history  of  the  case,  the  gradual  onset  of  obstructive 
symptoms,  impairment  of  health,  painful  defecation,  the  size 
and  form  of  the  stools,  the  presence  jaf  blood  and  pus  in  the 
stools,  and  the  results  of  a  physical  examination. 

Treatment. — Arutt'  OfisfntcHon.— Food  by  the  mouth 
should  be  withheld.  Ice  may  be  given  to  quench  thirst. 
Nutritive  cnemata  should  be  employed  in  the  weak.  Caf/itrr- 
tics  arc  coNtraindicatcti.  Pain  is  best  relieved  by  wann  appli- 
cations and  the  administration  of  morphin  hypodermically. 
Washing  out  the  stomach  three  or  four  times  daily  is  rec- 
ommended for  the  i>ersistent  vomiting.  Distention  of  the 
large  bowel  with  warm  water  or  gas  should  be  i>ractised  in 
doubtful  cases  and  intussusception.     It  is  best  done  under 
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anesthesia  with  the  patient  in  kncc-clbow  position.  After 
failure  with  these  methods  operation  should  not  be  de- 
layed ;  the  earlier  its  performance,  tlie  greater  the  chance 
of  success. 

Chronk  Obstruction. — The  treatment  will  var>'  with  the 
cause.     Surgical  interference  is  frequently  required. 

In  fecal  impaction  injections  of  warm  water,  of  oil  (4  to  6 
fluidounces),  or  of  aqueous  solutions  of  ox-gall  (2  drams  to 
I  pint)  are  efficient.  Salines  may  be  administered  by  the 
nunitii.  Massage  is  sometimes  useful.  Hard  rectal  accu- 
mulations may  have  to  be  removed  by  the  fingers  or  a 
suitable  scoop. 


ANIMAL  PARASITES, 
CESTODES  OR  TAPEWORMS. 
Varieties. — Ta.nia   solium;    Taenia   saginata;   Bothrio- 


■  ccphalus  latus;    F^nia  echiiiococcus 

H  I^ife  History. — The  ej^i;s  of  the  tape-worm  are  ingested 
by  aniuKils  (ihc  intermediary  host),  and  embr^'os  or  prosco- 
lices  arc  liberated  in  the  stomach  ;  these  migrate  to  the 
muscles  or  organs,  where  they  become  transformed  Into 
encysted  larva?  or  scoliccs.  The  encysted  lan'^e  are  known 
as  cysticerci  or  "  measles."     When  flesh  infested  with  cysti- 

tcerci  is  eaten  by  man  (the  host),  the  scolex  is  liberated,  fas- 
tens itself  to  the  mucous  membrane  of  the  bowel,  and 
rapiflly  (leveloj)s  into  a  mature  worm. 

Tania  Solium. — This  worm  exists  in  the  larval  state  in  the 
hog.     The  mature  worm  is  two  or  three  yards  m  length. 

I  Its  head,  which  is  the  size  of  a  pin-head,  is  provided  with 
four  pigmented,  cup-like  suckers,  surrounded  by  a  double 
row  of  hooklets,  and  is  attached  to  the  body  by  a  thread- 
like neck.  The  sexual  orifice  is  in  the  center  of  the  broad 
siirfice  of  the  segment.     This  parasite  is  rare  in  America. 

Tsenia     Saginata     or     Mediocanellata. — The    ]ar\'al   form 

occurs  in  the  ox.     The  mature  worm  is  five  or  sLx  yards  in 

length.     The  head  is  larger  than  that  of  the  Taenia  solium, 

and  has  four  large  suckers,  but  no  hooklets.     The  segments 

^  arc  fatter,  and  the   uterine  branches  are  finer  and  more 
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numerous  than  in  the  Tsenia  solium.  It  is  the  common  Lipe- 
worm  of  this  country. 

BothriocephaluB  Latus. — The  intermediate  host  is  some 
fomi  of  fish  (pike).  Tlie  adult  worm  is  from  five  to  ten 
yards  in  length.  The  head  is  flattened  and  club-shaped, 
presents  two  groove-like  suckers,  but  is  without  hooklets. 
This  worm  is  frequent  in  certain  parts  of  Europe,  but  it  is 
rare  in  America. 

Tenia  Ecliinococcus. — This  worm  in  its  adult  form  occurs 
in  the  intestine  of  the  dog ;  in  man  it  api^ears  only  in  the 
larval  condition  (see  Hydatid  Cysts  of  the  Liver). 

Ssmiptoms. — In  many  cases  there  arc  no  subjective 
symptoms.  S')mc  patients,  however,  present  the  symptoms 
of  dyspepsia,  bulimia,  colicky  jxiins,  progressive  emaciation, 
anemia,  and  certain  reflex  manifestations — vertigo,  palpita- 
tion, itciiing  of  the  nose,  spasms,  and  choreic  movements. 
The  diagnosis  rests  on  the  discover^'  of  the  tenia  segments 
or  eggs  in  the  stools. 

The  bothriocephalus  may  produce  a  very  severe  anemia, 
which  has  been  ascriljcd  to  the  secretion  of  substances 
having  a  destructive  action  on  tlie  red  blood-ccUs. 

Treatment. — By  way  of  preparator>'  treatment  it  is  ad- 
visable to  restrict  the  diet  for  a  day  or  two  to  liquids  and  to 
empty  the  bowel  as  completely  as  possible  by  saline  purges. 
Tlic  best  anthelmintics  are  oleoresin  of  aspidium  (i  to  i 
dram),  pumpkin  seed  (2  to  3  ounces),  and  pelletierin  (5  to  6 
grains), 

B.     OleortsiiKT  aspMlii f^ss 

Pulvrris  ncacix  cl  snciliaii      .  aft  i|.  s. 

AqiLx-  cinnamuini ij,  s.  a<!   f^ij. — M, 

Sic— One  t3blrsj)(x>nful,  to  be  rc|-«rmtcH  if  ricccMary. 

A  purge  should  be  given  a  few  hours  after  the  anthel- 
mintic. The  treatment  is  successful  only  when  the  head  of 
the  worm  is  passed. 

NEMATODES  OR  ROUND-WORMS, 

Ascaris  Lurabricoides  {Common  Round-tvortii). — 
Round-worms  develop  from  eggs  which  have  entered  the 
body  through  water  or  food.     Tlicy  are  of  a  brownish  or 
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pinkish  color,  and  in  form  resemble  earth-worms.  They 
occupy  the  small  intestines,  but  occasionally  migrate,  en- 
tering the  stoniaclu  bile-thict-s,  and  even  the  larynx.  They 
tare  most  commonly  found  in  children. 
Symptoms. — Often  absent.  Sometimes  there  are  dys- 
pepsia, mucous  stools,  colicky  pains,  voracious  appetite, 
anemia,  and  reflex  nervous  phenomena — night-terrors,  {^rind- 
ing of  the  teeth,  [)ruritus  of  nose  and  anus,  choreic  move- 
ments, and  convulsions. 

Treatment. — Santonin  {\-\  grain ) ;  wormseed  oil  ( lo 
drops  in  capsule  or  on  sugar)  ;  fluid  extract  of  spii(clia  (i  to 
3  fluidrams)  arc  efficient  remedies.     Theanthehiiintic  should 

E allowed  by  a  purge. 
H*     Saiilonini gr.  vj 
llyilrar};yri  chloridi  milis    ..,»,.  gr.  vj 
S.icchari .    .  gr.  xxiv. 
Fiaiil  in  cliartula:  No.  xij. 
Sic. — One  |i«>wiifr  morning  and  evening.  (STARR.) 

1 
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Ox3mris  Vermicularis  {SeaMvorm;  Pin-u>onn).—?iU' 
worms  are  from  one-eighlh  to  ime-half  inch  in  len^rth.  They 
arc  njost  commonly  seen  in  ciiiltlren,  infection  probably  taking 
place  through  water  or  green  vegetables.  They  occupy  the 
rectum  and  colon,  and  are  often  present  in  great  numbers. 
They  proiluce  intense  itching,  particularly  at  night. 

Treatment. — Copious  injections  of  a  cold  infusion  of 
quassia  (l  ounce  to  I  pint)  or  of  a  solution  of  sodium  chlorid 
(i  dram  to  i  pint)  usually  prove  successful.  In  uhstinate 
cases  anthelmintics  ( santonni  or  chenopodium)  should  be  given 
by  the  mouth.  Care  should  be  taken  to  pre\-cnt  reinfection 
with  the  eggs,  which  are  produced  in  large  numbers. 

Anchyiostoma  Duodenale,  or  Ilncinaria  Duoden- 
flJis. — Tliis  worm  is  about  half  an  inch  in  length,  and  infests 
the  duodenum  and  jejunum.  It  is  not  uncommon  in  Kuroi>e, 
Kg>'pt.and  India,  and  is  occasionally  encountered  in  America. 
It  has  been  detected  most  frequently  in  miners  and  brick- 
makers,  who  are  probably  infected  by  drinking  water  contain- 
ing the  eggs  of  the  parasite.  The  worm  inhabits  the  small 
intestine. 

it   causes   an    intense   anemia,   which    has    been  termed 
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Egyptian  chlorosis.     The  diagnosis  depends  upon  the  dis- 
covery of  the  oval  eggs  in  the  stools. 

Treatment. — Thymol,  in  doses  of  30  grains,  repeated  in 
two  hours,  and  folluued  by  a  puiLjative,  is  almost  a  specific. 

Filaria  Sang^uinis  Homiiils.— A  small  thread-like 
worm,  most  commonly  seen  in  warm  climates.  The  adult 
occupies  the  lymphatics,  and  the  female  brings  forth  a  great 
number  of  actively  motile  embryos,  wliich  soon  find  their 
way  into  the  blood-current.  It  is  a  curious  fact  that  the 
embryos  are  found  in  the  blood  only  at  night.  The  me- 
dium of  infection  is  the  mosquito,  which  probably  carries 
the  cmbrj^o  from  the  blood  to  the  drinking-water. 

Symptoms. — Chyluria,  hematuria, elephantiasis,  and  lymph- 
scrotum  may  result  from  occlusion  of  the  lymphatic  vessels. 

Treatment, — Thymol  (3  to  3  grains)  and  methylene-blue 
(l  to  3  grains)  have  been  used,  but  they  are  rarely  effi- 
cacious. 

Trichina  Spiralis. — This  is  a  small  womi  derived  from 
the  hog.  Man  is  infected  by  eating  insufficiently  cooked 
pork  containing  the  encapsulated  larvse.  The  worm  is  set 
free  in  the  stomach,  where  it  develops  and  brings  forth  living 
embryos  in  immense  numbers.  These,  entering  the  bowel, 
soon  migrate  into  the  muscles,  where  they  develop,  coil 
themselves  up,  and  become  encapsulated.  Trichinous  cap- 
sules, impregnated  with  lime-salts,  are  vi.sible  to  the  naked 
eye,  and  are   sometimes   detected  accidentally  at  autopsies. 

Symptoms  of  Trichiniasis  (Trichinosis). — No  decided  symp- 
toms develop  unless  the  parasites  have  been  ingested  in  large 
numbers.  In  well-marked  cases  gastro-intestinal  disturb- 
ances appear  on  the  second  or  third  day.  These  disturbances 
consist  in  colicky  pains,  nausea,  vomiting,  and  serous  diar- 
rhea. 

In  from  one  to  two  weeks  symptoms  of  an  acute  myositis 
develop,  characterized  by  severe  muscular  pains  and  sore- 
ness, edema,  begini»ing  in  the  face,  sweating,  and  fever. 
Hoarseness  and  dyspnea  may  occur  from  involvement  of 
the  larynx  and  diaphragm. 

Ivcukocytosis  is  marked,  the  eosinophilic  cells  being  espe- 
cially increased.     In   certain   cases    the    symptoms   closely 
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resemble  those  of  typhoid  fever.     In  favorable  cases  recov- 
ery is  cficcted  in  from  two  to  eight  weeks. 

Diagnosis. — Typhoid  Fever. — The  history,  the  presence 
of  eosinophilia,  of  intense  muscular  soreness,  of  edema,  of 
parasites  in  the  stools  or  in  a  fragment  of  muscle  removed 
from  the  arm,  and  the  absence  of  a  typical  rash  and  of  tiic 
Widal   reaction  will  lead  to  a  correct  diagnosis. 

Muscular  Bheumatifiin. — The  history,  the  presence  of  gas- 
tro-intestinal  symptoms,  of  edema,  and  of  eosinophilia  will 
suggest  trichiniasis. 

Prognosis. — This  depends  upon  the  number  of  worms 
ingested.  Early  diarrhea  is  favorable.  The  mortality  ranges 
from  5  to  30  per  cent. 

Treatment. — The  most  efficient  prophylactic  measure 
is  the  thorough  cooking  of  all  pork  products.  In  the  first 
stage  cathartics  are  indicated.  Ajithelniintics — santonin, 
aspidium.and  thymol — have  been  recommended.  After  mi- 
gration, the  indications  are  to  relieve  pain  by  means  of  opiates, 
^hot  baths,  and  warm  embrocations,  and  to  support  the 
strength  by  concentrated  hquid  diet  and  stimulants, 
frc 
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HEMORRHAGE  INTO  THE  PANCREAS. 

Etiology. — Hemorrhage  into  the  pancreas  may  result 
from  traumatism.  It  may  be  due  to  passive  congestion,  to 
hemorrhagic  diseases  (scurvy,  purpura,  etc.),  or  to  acute 
infections.  It  is  very  commonly  associated  with  organic 
disease  of  the  pancreas — acute  pancreatitis,  arteriosclerosis, 
cysts,  and  cancer. 

Symptoms. — Sudden  severe  pain  in  the  epigastrium, 
vomiting,  t>'mpanites,  dyspnea,  and  collapse  are  the  chief 
symptoms.  The  diagnosis  can  rarely  be  made  witli  certainty. 

Progfnosis. — Most  cases  prove  fatal  witliin  twenty-four 
or  thirty-^ix  hours,  death  being  due  to  an  arrest  of  the 
heart  from  injury  to  the  celiac  plexus  (Zenker)  or  semilunar 
ganglion   (Friedreich).     Pancreatitis,  cyst  of   the  pancreas, 
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Complete  recov- 


and  peritonitis  are  possible  terminations, 
ery  is  rare. 

Treatment.  —  Morphin  is  required  for  the  pain,  and 
stimulants  for  the  collapse.  If  the  patient  survives  the 
initial  collapse  and  symptoms  of  suppuration  develop, 
operation  is  indicated. 


■ 


ACUTE  PANCREATITIS. 

Varieties. — Hemorrhagic,  suppurative,  and  gangrenous, 

Btiology.^l)  This  may  result  from  gall-stone  impac- 
tion, bile  bein^  retrojected  into  the  pancreatic  duct ;  (2) 
from  inflammatory  aflections  in  neighboring  parts — gastro- 
duodenal  catarrh,  gastric  ulcer,  or  cancer ;  (3)  from  general 
infections — specific  fevers  and  pyemia;  (4)  from  traumatism. 
The  immediate  cause  is  bacterial  infection. 

Pathology. — In  the  hemorrhagic  form  the  organ  is 
irregularly  enlarged  and  the  seat  of  hemorrhagic  extrava- 
sation. Opaque,  white  spots  of  a  tallowy  consistence  are 
frequently  found  in  the  interlobular  tissue,  omentum,  and 
surrounding  parts,  and  represent  areas  oi  fat  Ut'crosis. 

In  suppurative  pancreatitis  there  may  be  multiple  abscesses 
or  one  large  collection  of  pus.  More  or  less  extensive 
areas  of  necrosis  are  found.  Thrombosis  of  the  portal  and 
splenic  veins  is  frequently  encountered  Pancreatic  abscesses 
may  become  encapsulated  or  they  may  rupture  into  the 
peritoneum,  stomach,  or  duodenum. 

Gangrenous  pancreatitis  is  usually  secondary  to  one  of  the 
other  varieties. 

Ss^mptoms. — The  chief  symptoms  are  sudden  intense 
pain  in  the  epigastrium,  distention  of  the  epigastrium,  vom- 
iting and  collapse,  followed  in  suppurative  cases  by  irregu- 
lar fever,  constipation,  slight  jaundice,  delirium,  and  rapid 
loss  of  weight. 

Diagfnosis. — Intestixial  Obstruction. — In  this  condition 
the  onset  is  usually  less  severe,  fecal  vomiting  is  common, 
pain  and  distention  are  less  frequently  limited  to  the  epigas- 
trium, and  constipation  is  absolute,  not  even  flatus  beingpassed. 

The  history  will  sometimes  serve  to  differentiate  the  con- 
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dition  from  biliary  colic,  perforating  gastru:  ulcer,  aad  the 

effects  of  an  irritattt  poison. 

Prognosis.  — Very    unfavorable.      The    duration    varies 

from   a  day  or  two   in   the   hemorrhaj^ic   fornj,  to   several 

^H  weeks  in  the  chronic  suppurative  variety.  Recovery  may 
^™  follow  operation  or  rupture  of  llic  abscess  into  the  bowel. 
I  It  may  rarelj*  end  in  chronic  pancreatitis. 

I  Treatment. — Operation  after  the  initial  collapse  offers 

L  some  hope  of  cure. 

^^_  CHRONIC  PANCREATITIS. 

^^^^P  ^Cirrhosis  of  the  Pancreas.) 

^V  Btiology. — It  may  result — (i)  From  closure  of  the  pan- 

^^  creatic  duct  by  gall-stones  impacted  in  the  common  bile- 
duct ;  (2)  from  extension  of  inflammation  in  gastrutluodenal 
catarrh   or  pyloric   ulcer;  (3)  from  syphilis  or  alcoholism; 

(4)  from   sclerosis  of  the  pancreatic  arteries,  and,  possibly, 

(5)  from  acute  pancreatitis. 
Pathology. — The  chief  lesions  are  an  overgrowth  of  the 

fibrous  tissue  and  more  or  less  degeneration  or  atrophy  of 
the  cellular  elements. 

Symptoms. — The  symptoms  ate  obscure.  Flatulent 
dyspepsia,  paroxysmal  epigastric  pain,  a  tendency  to  diar- 
rhea, and  slight  jaundice  are  the  usual  features.  Albu- 
minuria and  glycosuria  may  occur.  Fatty  stools  have  been 
noted  in  a  few  instances.  When  the  islands  nf  Langerhans 
are  involved  in  the  degenerative  process,  the  symptoms  of 
diabetes  mellitus  develop. 

Prognosis. — The  disease  runs  a  slow  course.  If  glyco- 
suria develops,  the  outlook  is  more  grave. 

Treatment. — The  use  of  fats  and  starches  should  be 
restricted.  Carbonated  waters  are  said  to  increase  pan- 
creatic secretion.  Pancreatin  is  recommendc-d.  Surgical 
treatment  offers  a  good  chance  of  recovcr\-  in  gall-stone 
cases. 

CANCER  OF  THE  PANCREAS* 

Etiology. — The  disease  most  frequently  occurs  in  males 
past  forty  years  of  age. 


Cy'STS  OF  THE  PANCREAS. 
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Pathology, — Pancreatic  cancer  is  usually  primary ;  it 
generally  involves  the  head  of  the  gland,  and  is  commonly 
of  the  scirrhous  variety. 

Symptoms. — These  include  disturbances  of  digestion, 
rapid  loss  of  llesh  and  strength,  anemia,  intense  deep-seated 
epigastric  pain,  and  the  presence  of  a  tumor.  The  latter  is 
usually  found  a  little  above  the  nave! ;  it  is  but  slightly 
movable,  deep  seated,  and  often  pulsatile  from  its  relation  to 
the  aorta.  The  pain  often  occurs  in  paroxysms,  especially 
at  night,  and  may  be  associated  with  the  symptoms  of  col- 
lapse. Progressively  increasing  jaundice,  with  enlargement 
of  the  gall-bladder,  is  a  frequent  symptom,  and  results  from 
the  pressure  of  the  tumor  upon  the  common  bile-duct. 
Pressure  on  the  portal  vein  may  cause  ascites.  Glycosuria 
is  an  occasional  symptom.  The  stools  rarely  contain  free 
fat,  but  the  presence  of  abundant  undigested  muscular  fibers 
in  tlie  dejections  in  the  absence  of  diarrhea  is,  according  to 
Fitz,  highly  suggestive. 

Diagnosis* — Gastric  cancer.  In  this  condition  the 
tumor  is  more  freely  movable,  is  usually  associated  with 
dilatation  of  the  stomach  and  with  marked  gastric  symptoms* 
Pain  is  not  usually  so  severe.     Jaundice  is  rare. 
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CYSTS  OF  THE  PANCREAS. 

Varieties. — (i)  RL-tcntion  cysts  from  impaction  of  a  cal- 
culus, stricture,  or  tumor;  (2)  apoplectic  cysts  from  hemor- 
rhagic extravasation  ;  (3)  hydatid  cysts  ;  (4)  congenital  cysts ; 
{5)  proliferation  cysts  (carcinomatous  or  adenomatous). 

Pathology. — Pancreatic  cysts  may  be  single  or  multiple. 
They  lie  behind  the  stomach,  and  may  contain  from  a  few 
ounces  to  several  gallons  of  a  grayish  or  brownish,  viscid 
fluid,  of  o^w  alkaline  reaction,  of  a  specific  gravit\-  between 
10I0  and  1024.  and  presenting  the  characteristics  of  pancre- 
atic secretion. 

Symptoms. — These  are  very  variable,  the  most  common 
being  epigastric  pain,  vomiting,  constipation,  or  diarrhea, 
disturbances  of  digestion,  loss  of  flesh,  and  occasionally  in- 
testinal hemorrhage.      Free  fat  and  much  undigested  mus- 
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cular  fiber  may  be  found  in  the  stools  and  sugar  in  the 
urine.  Physical  examination  often  reveals  in  the  upper  part 
of  the  abdomen  a  smootli,  elastic,  fluctuating  tumor  which 
on  aspiration  yields  a  fluid  capable  of  eniulsifyini;  fats,  of 
convcrtint^  starch  into  suj^ar,  and  of  digesting  albumin. 

Pro^osis  and  Treatment. — The  prognosis  is  guard- 
edly favorable  under  operative  treatment. 

PANCREATIC  CALCULL 

Pancreatic  calculi  are  probably  due  to  altered  glandular 
secretion  or  infection.  Their  passage  through  the  duct 
excites  pancrcalk  coik,  the  symptoms  of  which  resemble 
biliary  colic,  but  the  pain  is  more  apt  to  radiate  to  the  left 
and  is  unattended  with  jaundice.  The  coexistence  of  glyco- 
suria with  fatty  stools,  and  the  discovery  in  the  stools  of 
concretions  containing  chiefly  carbonate  or  phosphate  of 
lime,  would  confirm   the   diagnosis. 


DISEASES  OF  THE   LIVER. 

The  iiver  is  situated  in  the  right  hypochondrium.  with  a 
small  part  projecting  through  the  epigastrium  to  the  left 
hypochondrium. 

Area  of  Liver  Dulfuss. — The  absolute  dulness  (part  un- 
covered by  lung)  extends  in  the  mammary  line  from  the 
upper  border  of  the  sixth  rib  to  the  costal  margin ;  in  the 
axillary  Une,  from  the  seventh  rib  to  the  eleventh  rib ;  in 
the  scapular  line,  from  the  ninth  rib  to  the  eleventh  rib ;  in 
the  median  line,  the  upper  border  is  lost  in  the  cardiac  dul- 
ness. while  the  lower  border  lies  midway  between  the  ensi- 
form  cartilage  and  the  umhilicus.  Slight  dulness  in  the 
mammary  line  begins  at  the  fifth  rib. 

Palpation. — Palpation  of  the  liver  is  practised  to  determine 
position,  size,  form,  and  consistence  and  to  detect  any  ten- 
derness or  pulsation. 

Conditions  in  which  the  liver  is  palpable  : 

I.  In  thin  subjects  the  edge  is  sometimes  palpable  under 
normal  conditions. 
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2.  In  very  young  children  in  whom  the  liver  is  always 
proportionately  large. 

3.  In  depression  of  the  liver,  as  by  a  pleural  effusion  or 
by  a  consolidated  lung. 

4.  When  the  suspensory  ligaments  are  relaxed  and  the 
liver  "  wanders." 

5.  In  enlargement  of  the  organ  from  any  cause. 

6.  In  certain  abnormalities  of  form,  as  in  the  "  corset 
liver." 

Superficial  Irre^laritics. — Small  irregularities  may  be 
noted  in  cancer  of  the  liver,  syphilis  of  the  liver,  and  very 
rarely  in  atrophic  cirrhosis. 

Large  promini-ttces  are  sometimes  noted  in  tumors,  ab- 
scesses, and  hydatid  cysts. 

Consisteuct', — The  liver  is  firm  to  the  touch  in  hypertro- 
phic cirrhosis,  cancer,  congestion,  leukemic  infiltration,  and 
amyloid  disease.  In  abscess  and  hydatid  disease  the  resist- 
ance is  less  marked  and  sometimes  fluctuation  can  be  noted. 

Tcndermss. — Tlic  liver  is  tender  in  congestion,  abscess, 
cancer,  hypertrophic  cirrhosis,  and  in  affections  complicated 
with  perihepatitis. 

Pn/safwn  may  be  detected  in  the  venous  congestion  result- 
ing from  Iricuspiii  regurgitation,  in  abdominal  aneurysm, 
and  in  tumors  of  the  left  lobe  resting  on  the  aorta. 

PeTcussion. — Percussion  determines  size  and  resistance. 

T/it-  liver  is  uttiforntly  enlarged  in  :  (1)  Congestion,  active 
and  passive.  (2)  Fatty  infiltration.  (3)  Amyloid  infiltration. 
(4)  Hypertrophic  cirrhosis.  (5)  Leukemic  infiltration. 
(6)   Infiltrating   carcinoma. 

Irregular  enlargements  of  the  liver  are  noted  in  :  (i)  Can- 
cer.    (2)  Abscess.     (3)  Hydatid  disease.     (4)  Syphilis. 

The  lii^er  is  diminished  in  size  \x\\  (1)  Atrophic  cirrhosis, 
late  stage.  (2)  Fatty  degeneration.  (3)  Acute  yellow 
atrophy.  (4)  Senile  atrophy.  The  area  of  hepatic  dulness 
may  be  diminished  from  certain  extrinsic  causes,  namely, 
pulmonary  emphysema,  excessive  tympanites,  and  perfora- 
tion of  the  stomach  or  bowel. 
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JAUNDICE  OR  ICTERUS. 

Definition. — Pigmentation  of  the  tissues  and  secretions 
with  bile-pigments. 

Varieties. — ( i )  Obstructive  jaundice.  (2)  Non-obstruc- 
tive jaundice. 

Etiology  of  Obstructive  Jaundice. — Obstruction  to 
the  oultlow  of  bile  leads  to  its  accunnilation  and  reabsorp- 
tion. 

Obstruction  may  be  due  to  the  following  causes : 
.  Stricture  of  the  bile-duct,  congenital  or  acquired. 

2.  Catarrh  of  the  bile-ducls  or  of  the  tiuodenal  mucous 
membrane  around  the  orifice  of  the  ductus  choleduchus. 

3.  Foreign  bodies  in  the  duels,  as  gall-stones  or  parasites. 

4.  Tumors  of  the  liver  or  of  adjacent  viscera  compressing 
the  ducts.  Fecal  accumulations,  a  pregnant  uterus,  and  dis- 
placed organs  may  similarly  enniprcss  the  ducts. 

5.  Spasm  of  the  bile-ducts.  This  has  been  advanced  as 
the  cause  of  the  jaundice  that  occasionally  follows  emo- 
tional excitement. 

Symptoms. — The  skin,  mucous  membranes,  and  secre- 
tions are  stained  yellow.  The  discoloration  is  usually  first 
noticed  in  the  conjunctiva;.  The  stools  are  lij^dit,  the  urine 
is  dark,  and  in  bad  cases  resembles  porter.  The  pulse  is 
usually  slow,  and  the  temperature  sliglitly  subnormal.  There 
is  often  more  or  less  mental  depression,  and  in  chronic 
cases  delirium,  convulsions,  and  coma  occasionally  develop. 
Itching  of  the  skin  is  often  noted,  and  urticaria  is  a  com- 
mon complication.  In  fjrave  cases  subcutaneous  ecchy- 
moscs  may  appear. 

Diagnosis. — Other  discolorations,  like  the  bronze  hue 
of  Addison's  disease  and  the  green  tint  of  chlorosis  may  re- 
semble jaundice,  but  in  these  cases  the  conjunctiva  remains 
white  and  the  urine  lacks  bile. 

Etiology  of  Non-obstructive  Jaundice. — This  form 
of  jaundice  may  result  from — (i)  The  absorption  of  ex- 
travasated  blood;  (3)  the  action  of  poisons  which  destroy 
the  red  blood-cells — nitrobenzol,  chlorates,  snake-venom, 
toluylenediamin ;   (3)  certain    infections,  like  yellow   fever 
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and  relapsing  fever;  (4)  anemia  with  destruction  of  red 
blood-cells,  as  pernicious  anemia;  (5)  extreme  degeneration 
of  the  liver-cells,  as  in  phosphorus  poisoning  and  acute  yel- 
low atrophy  of  the  liver. 

The  liberation  of  large  quantities  of  hemoglobin,  it  is 
asserted,  causes  thickening  and  stasis  of  the  bile  (poly- 
cholia).  in  consequence  of  which  reabsorption  of  the  bile- 
pigments  occurs  cither  in  the  liver  directly  or  in  the  intes- 
tine. In  other  cases  (acute  yellow  atrophy,  phosphorus 
poisoning)  it  is  possible  that  diapedesis  of  bile  occurs  directly 
into  the  blood,  owing  to  functional  or  structural  changes  in 
the  liver-cells  (Minkowski,  Liebermeister). 

Sjrmptoms. — These  arc  much  the  same  as  in  obstruc- 
tive jaundice,  but  the  staining  of  the  skin  is  not  so  intense, 
and  the  stools  still  contain  bile. 

ICTERUS  NEONATORUM. 

Physiologic  icterus  in  the  new-born  is  slight ;  according  to 
Quincke,  it  is  probably  due  to  the  passage  of  blood  rich  in 
bile-pigments  absorbed  from  the  bowel  directly  into  the 
vena  cava  by  way  of  the  ductus  arantii,  which  remains  patent 
for  several  days  after  birth. 

Pathologic  icterus  in  the  new-bom  is  marked,  and  com- 
monly proves  fatal.  It  results  from  congenital  stricture  of 
the  common  bile-duct,  syphilis  of  the  liver,  or  septic  infec- 
tion through  the  umbilical  vein. 

CHOLEMIA. 
lOholesteremia;  AchoUa;  Hepatargy.^ 

The  term  cholemia  has  been  applied  to  a  group  of  symp- 
toms which  occasionally  arises  in  chronic  jaundice  and  in 
diseases  of  the  liver  characterized  by  extensive  destruction 
of  the  liver-cells,  such  as  acute  yellow  atrophy,  cirrhosis, 
and  cancer. 

The  symptoms  of  cholemia  include  delirium,  convul- 
sions, stupor,  and  coma.  Subcutaneous  ecchymoses  and 
hemorrhages  from  mucous  membranes  are  also  frequently 
observed 
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The  cause  of  this  condition  is  supposed  to  be  the  reten- 
tion in  the  blood  of  toxic  matters  which  the  liver  normally 
converts  or  eliminates. 


CATARRHAL  JAUNDICE. 

(Catarrhal  Hepatitis;  Catarrhal  Angiocholitis ;  Catarrh  of  the 

Bile-ducts.) 

Etiology. — (i)The  most  common  cause  is  the  exten- 
sion of  a  gastroduodcnal  catarrh  into  the  ducts.  (2)  Pri- 
mary inflammation  of  the  ducts  may  result  from  exposure 
to  ct>kl  and  wet.  (3)  U  may  be  induced  by  irritation  from 
gall-stones.  (^4)  It  may  be  infectious,  complicating  malaria, 
pneumonia,  relapsing  fever,  and  similar  diseases. 

Pathology. — The  large  ducts  arc  particularly  affected  ; 
the  mucous  membrane  is  swollen  and  covered  with  tena- 
cious mucus.  Wlien  the  gall-bladder  is  compressed,  bile  is 
ejected  through  the  duodenal  orifice  with  less  ea.^c  than  is 
natural. 

Symptoms. — (0  Symptoms  of  gastroduodenal  catarrh 
usually  precede.  These  are  :  Coated  tongue,  anorexia,  fetid 
breath,  epigastric  distress,  vomiting,  and  perhaps  diarrhea. 
(2)  Obstructive  jaundice,  indicated  by  yellow  skin  and  con- 
junctivae, light  stools,  and  dark  urine,  is  a  constant  symp- 
tom. (3)  In  acute  cases  there  is  slight  fever  with  swelling 
and  tenderness  of  the  liver. 

Diagnosis. — This  is  based  upon  the  acute  course,  the 
mild  character  of  the  symptoms,  ihc  history  of  preceding 
gastric  catarrh,  and  the  youth  of  the  patient. 

Prognosis. — Favorable.  It  rarely  becomes  chronic. 
The  average  duration  of  the  disease  is  from  t^'o  to  six 
weeks. 

Treatment, — The  diet  should  be  simple  and  digestible. 
Fatty  and  saccharine  food  should  be  avoided.  Milk,  broths, 
eggs,  lean  meats,  oysters,  and  well-cooked  cereals  arc  ad- 
missible. Sodium  phosphate  (1  dram  three  times  a  day), 
silver  nitrate  (}  grain  three  times  a  day),  and  ammonium 
chlorid  (5  to  10  grains  three  times  a  day)  are  of  value  in  re- 
lieving the  primary  gastroduodenal  catarrh.     In  obstinate 
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cases  nitrohydrochloric  acid  may  prove  beneficial.  Daily 
irrigation  of  the  colon  with  from  i  to  2  quarts  of  cold  water 
is  sometimes  of  service.  Free  water-drinking  between  meals 
is  to  be  recommended.  Alkaline  mineral  waters  (Vichy, 
Vals,  riathorn)  often  act  well. 

Ohronic  catarrhal  jaundice  may  follow  repeated  acute 
att^icks;  in  the  l.irye  majority  of  cases,  however,  it  is  a 
sequel  of  stenosis  of  the  common  bile-duct  from  gall-stones, 
stricture,  or  pressure  from  without.  A  constant  symptom 
is  chronic  jaundice.  In  some  cases  there  are  recurrent 
attacks  of  uitermittent  fever  with  chills  and  sweating  (Char- 
cot's intermittent  heixitic  fever). 

ACUTE  CHOLECYSTITIS. 

Definition. — Acute  inflammation  of  the  gall-bladder. 

Etiology. — The  disease  is  always  infectious,  the  organ- 
isms must  commonly  present  being  the  colon  bacillus, 
typhoid  bacillus,  pneumococcus,  staphylococcus,  and  strepto- 
coccus. Injury  to  the  mucosa  by  gall-stones  is  an  imp)ortant 
predisposing  factor.  It  is  not  an  uncommon  sequel  of 
tj'phoid  fever  and  pneumonia. 

Pathology. — The  inflammation  may  be  catarrhal  or 
suppurative.  Suppurative  cholecystitis  (tmpycma  of  the  gaii- 
hiaddcr)  is  usually  associated  with  purulent  inflammation  of 
the  bile-ducts,  and,  unless  promptly  relieved  by  operation, 
proceeds  to  ulceration  or  gangrene  and   general  peritonitis. 

Symptoms. — In  catarrhal  cases  the  symptoms  are 
slight  fever,  pain  in  the  hepatic  region,  tenderness  and 
enlargement  of  the  gall-bladder,  and,  occasionally,  Jaundice. 
In  the  suppurative  form  there  are  severe  paroxysmal  pain, 
a  septic  tyix;  of  fever,  leukocytosis,  enlargement  and  tender- 
ness of  the  gall-bladder,  and.  in  some  cases,  jaundice. 

Diagnosis.  —  It  must  be  distinguished  from  af^pnidicitis^ 
suhphrtttu-  tthsit'ss.vkw^  acute  pancreatitis.  The  discriminating 
features  are  the  history  of  previous  cholelithiasis,  typhoid 
fever,  or  pneumonia,  and  the  locality  of  the  pain,  tenderness, 
and  swelling. 

Prognosis. — Very  grave  in  suppurative  cases.  Rarly 
operati<in.  however,  offers  considerable  hope  of  success. 
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CHOLELITHIASIS. 

(Gall-stones;  Biliary  Calculi.) 

Btiolog:y. — Gall-stones    art;   three   or  four  times  more 

common  in  vvt»nien  than  in  men.  They  occur  most  fre- 
quently after  initlJle  life,  and  arc  rarely  seen  before  twenty- 
five.  Sedentary  habits,  high  livin*,',  tiyht  lacing,  obstruction 
of  the  ducts,  and  other  factors  that  favor  stagnation  and 
inspissation  of  the  bile  predispose  to  their  Hirination.  Their 
occurrence  after  typhoid  fever  and  otJier  infections  is  not 
uncommon.  The  direct  cause  appears  to  be  a  microbic 
infection  of  the  gall-bladder,  in  consequence  of  which  ex- 
cessive quantities  of  cholcsterin  and  lime  are  excreted  by 
the  irritated  mucous  membrane  and  deposited  upon  des- 
quamated epithelium  or  clumps  of  bacteria. 

Pathology. — Gall-stones  may  be  found  in  the  ducts,  but 
in  the  large  majority  of  cases  they  originate  in  the  gall- 
bladder There  may  be  one  or  several  hundred.  When 
multiple,  they  arc  found  with  facets,  from  attrition.  The 
size  varies  from  that  of  a  grain  of  sand  to  that  of  a  large 
walnut.  The  color  varies  from  light  yellow  to  dark  green. 
The  chief  constituent  is  cholesterin.  but  bile-pigments  and 
lime-salts  also  enter  in  their  compositi(>n.  On  section,  they 
usually  present  a  concentric  arrangement. 

Events*— (i)  Gall-stones  often  remain  quiescent  in  the 
gall-bladder.  (2)  In  consequence  of  violent  expulsive 
eflforts,  excited  by  irritation  of  the  gall-bladder,  they  may 
be  extruded  into  the  bowel,  intense  pain  (hilwry  colic) 
marking  their  passage  through  the  ducts.  (3)  Instead  of 
making  a  complete  exit,  they  may  slip  back  into  the  gall- 
bladder or  they  may  become  impacted  in  the  cystic  duct, 
or,  more  often,  in  the  lower  part  of  the  common  duct.  (4) 
They  may  perforate  into  the  duodenum,  peritoneum,  lung, 
stomach,  or  kidney,  or  externally.  Perforation  may  be  fol- 
lowed by  stricture  of  the  ducts  or  by  fistulous  communica- 
tions between  the  ducts  and  the  gastro-intestinal  canal. 
Perforation  into  the  duodenum  is  not  a  rare  cause  of  intes- 
tinal obstruction,  (6)  Invasion  of  the  gall-bladder  with 
pathogenic   microbes  in  cases  of  cholchthiasis  is  not  infre- 
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quently  followed  by  suppurative  cholecystitis,  suppurative 
anj^iocholitis,  and  abscess  of  llie  liver.  (7)  The  prolonged 
irritation  by  calculi  may  ultimately  give  rise  to  carcinoma 
of  the  biliary  passa^^jc-^. 

Symptoms  of  Biliary  Colic— (i)  The  attacks  begin 
abruptly  with  intense  pain  radi.iting  from  the  hypochondriac 
region  to  the  riglil  shoulder.  Thcie  are  usually  tenderness 
and  rigidity  over  the  gall-bladder.  Chill  and  fever  (102*^- 
103*^  F.)  often  mark  the  onset.  The  symptoms  of  intense 
pain  are  obvious — anxious  face,  cold  sweat,  feeble  pulse, 
and  vomiting.  Jaundice  may  follow  from  obstruction,  but 
it  is  often  absent.  If  the  stone  escapes,  it  may  subsequently 
be  found  in  the  stools.  The  attack  may  last  from  a  few 
lioiirs  to  several  days. 

Diagnosis. — Renal  Colic. — In  this  affection  llie  pain 
radiates  from  ti»c  lumbar  region  along  the  ureter  into  the 
bladder  and  genitals.  Frequent  micturition  is  a  common 
symptom.  There  is  no  jaundice.  Blood  or  the  stone  may 
be  foun<l  in  the  urine. 

InteBtinal  colic  produces  pain  that  radiates  around  the 
umbilicus.  There  are  flatulence  and  borborygmi.  Jaundice 
is  absent. 

Oastralgia. — Pain  is  over  the  whole  stomach,  docs  not 
radiate  to  the  shoulder,  and  is  relieved  by  pressure.  There 
is  no  jauntlice. 

Gastric  Ulcer. — Pain  is  closely  related  to  eating.  There 
arc  localized  tenderness  in  the  epigastrium,  hyperacidity, 
and  frci-picntl)'  homatrmcsis. 

Symptoms  of  Obstruction  of  the  Cystic  Duct. — 

struction   of  the  cystic  duct   may  be  followed  by  chole- 

stitis,  by  atrophy  of  the  gull-bladder,  or  by  dropsy  of  the 
gall-bladder  {hydrops  vesica;  fiUtr).  In  the  last  condition 
the  gall-bladder  can  often  be  felt  as  a  pear-shaped,  elastic, 
movable  tumor,  projecting  from  the  lower  margin  of  the 
liver.  Jaundice  is  not  present,  and  subjective  symptoms 
are  slight. 

Symptoms  of  Obstruction  of  the  Common  Duct, — 
In  typical  cnsc-s  the  synjptonis  are^ij  Chronic  jaundice 
showing  marked  variations  in  intensity ;  (2)  pain,  also  sub- 
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ject  to  distinct  exacerbations ;  (3)  recurrent  attacks  of  in- 
termittent fever,  with  chills  and  sweats  (Charcot's  hepatic 
fever).  The  h\'cr  is  not  enlnrj^cd ;  the  gall-bladder  is  not 
distended,  but  often  atrophied  from  antecedent  attacks  of 
cholecystitis.  This  condition  may  last  for  months  or  years. 
It  not  infrequently  leads  to  suppurative  anjjiochulilis,  to 
bih'aiy  cirrhosis,  or  tn  acute  or  chronic  pancreatitis. 

Diagnosis. — Obstruction  of  the  Common  Duct  from  With- 
out (Cancer). — Tile  jaundice  increases  steadily  aiul  is  without 
remission,  the  t^all-bjadder  is  enlarged,  and  characteristic 
colic  and  hepatic  fever  are  wanting. 

Prognosis. — In  the  absence  of  complications  the  prog- 
nosis of  cholelithiasis  is  yood.  It  must  he  borne  in  mind, 
however,  that  grave  complications  (supj>uralive  cholec>stitis 
or  angiocholitis,  perforation,  hcniurrluigic:  jjancrealitis)  may 
arise  niu::>t  unexpectedly. 

Treatment. — Efforts  must  be  directed  to  keeping  the 
stones  quiescent  by  preventing  irritation  or  catarrh  of  the 
gall-blaclder.  The  food  should  be  plain  and  readily  digest- 
ible. Saccharin  matters,  fat  meats,  and  highly  seasoned 
dishes  should  be  avoided.  Water-drinking  between  meals 
should  be  encouraged.  Regular  exercise  in  the  open  air. 
provided  the  symptoms  are  latent,  is  extremely  bene- 
ficial. 

Digestive  disturbances  should  receive  appropriate  treat- 
ment. Among  drugs,  alkalis  and  alkaline  mineral  waters 
are  undoubtedly  efficacious.  Sodium  bicarbonate  or  .sodium 
phosphate  may  be  taken  well  ililutcd  in  the  morning  an 
hour  before  breakfast  and  also  between  meals.  If  there 
is  decided  constipation,  a  small  quantity  of  Rochelle  salt 
or  sodium  sulphate  may  be  added  to  each  potation.  The 
natural  miiicral  waters,  notably  those  of  CarlsbatI  and 
Vichy,  have  acquired  a  high  reputation.  When  there  is  a 
tendency  to  so-called  bilious  attacks,  an  occasional  course 
of  calomel  in  fractional  doses  will  be  found  of  benefit. 

Surgical  intervention  is  called  for:  (i)  When,  despite 
medical  treatment,  attacks  of  colic  occur  so  frequently  and 
are  of  such  severity  as  to  cause  disiibilily  or  make  the 
addiction  to  moqjhin  a  likelihood  ;  (2)  in  persistent  obstruc- 
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tion  of  the  common  duct ;  (3)  in  hydrops  of  the  gall-bladder 
due  to  impaction  or  stricture  of  the  cystic  duct;  and  {4)  in 
suppurative  indammation  of  the  ^'all-bladder  or  ^mII -ducts. 

Hepatic  Colic. — Morphia  (J  grain)  and  atropin  (yt-^  grain) 
should  be  given  hypodermically.  Agonizing  pain  often 
yields  ver>'  promptly  to  a  few  whiffs  of  chloroform.  In  the 
mild  but  rather  persistent  attacks  a  few  doses  of  antij)yrin 
in  hot  water  may  suffice.  The  external  application  of  heat 
(poultice  or  hot  bath)  is  very  useful.    . 

When  vomiting  is  urgent,  carbonated  water  or  champagne 
may  be  given.  In  threatened  collapse  diffusible  stimulants 
are  needed. 

Obstruction  of  the  Common  Duct. — The  measures  best  suited 
for  promoting  the  advance  of  the  stone  into  the  bowel  are 
rest,  regulation  of  diet,  the  free  use  of  alivalinc  mineral 
waters,  the  occasional  exhibition  of  s;dine  laxatives,  and  the 
application  q{  \\cx\X.  to  the  hypochondriac  region.  Olive  oil 
lias  been  recommended  as  a  special  remedy,  but  it  is  of 
doubtful  efficacy.  As  the  sequela;  of  impaction  of  the  com- 
mon duct  are  so  grave,  surgical  aid  should  be  invoked  if 
tile  obstruction  is  not  removed  under  medical  treatment 
within  a  period  of  three  or  four  weeks. 
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HYPEREMIA  OF  THE  UVER. 

Varieties.— (1)  Active  hyperemia.  (2)  Passive  hyper- 
emia. 

Etiology. — Activi'  hyperemia  is  commonly  due  to  dietetic 
indiscretions.  It  may  result  from  overindulgence  in  alcohol. 
It  is  often  present  in  the  infectious  fevers.  It  appears  to 
arise  idiopathically  in  hot  climates. 

Passive  hyperemia  results  from  diseases  that  obstruct  the 
venous  circulation,  as  chronic   heart  and  lung  disea^^c. 

Pathology. — The  liver  is  enlarged  and  filled  witii  blood. 
In  the  passive  variety,  the  center  of  the  lobide.  the  area  of 
the  hepatic  vein,  is  deeply  pigmented,  while  the  periphery, 
the  area  of  the  portal  vein,  is  pale.  This  mottled  appear- 
ance has  given  rise  to  the  term  "  nutmeg  liver."  In  per- 
sistent cases  pigmentation^  atrophy  of  the  Uver-cells,  and 
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overgrowth   of  the   connective  tissue    result — a   condition 

termctl  "cyanotic  induration." 

Sjrmptoms. — At'thw  Hyperemia. — The  liver  is  enlarged 
and  soiiicvvliat  tender.  There  is  a  sense  of  ftilncss  or  even 
actual  pain  in  the  hepatic  region.  There  maybe  sli^Iit  jaun- 
dice. Digestive  disturbances — anorexia,  nausc.].  (latulence, 
headache,  and  epigastric  tenderness  usually  coexist. 

In  the  passive  variety  the  symptoms  are  nuicli  the  same, 
though  less  marked.  The  liver  is  often  quite  large,  and  in 
extreme  cases,  such  as  follow  tricuspid  regurgitation,  it  may 
pulsate. 

Prognosis. — In  simple  active  congestion  the  prognosis 
is  good.  In  passive  congestion  the  prognosis  depends  on 
the  cause. 

Treatment. — Active  hyperemia  from  dietetic  errors 
usually  yields  promptly  to  restriction  of  the  diet  and  the  ad- 
ministration of  a  mercurial  purgtr,  fono\^L'd  by  a  saline — 
Rochelle  salt,  Seidlitz  i>ovvder,  or  sodium  pfiosphate.  In 
recurring  attacks,  in  addition  to  hygienic  and  dietetic  regu- 
lations, a  pill  like  the  following  often  proves  useful: 

U.    MflssiX"   liydrarnyri .  .        .        £r.  v 

Pulvrris  rhei 

Kxtracti  gcnlianx aa  3ss 

Olci  caryophylli yll.  iv. — M. 

Fiant  piluhc  No.  xx. 

SiG, — One  or  iwo  occasiimalty,  as  directed;  to  lie  continiied,  if 
reqiiireil,  ifirice  dailr  for  several  day«. 

In  passive  congestion  treatment  must  be  directed  to  the 
primar>'  disease.  In  mild  cases  alkaline  mineral  waters 
(Carlsbad.  Congress,  and  Friederichshall)  do  well.  A  mer- 
curial laxative  may  be  used  from  time  to  time.  In  severe 
cases  the  most  effective  measures  arc  absolute  rest,  a  milk 
diet,  saline  purges,  and  wet-cupping  over  the  liver. 


CIRRHOSIS  OF  THE  LIVER. 

(Chronic  Interstitial  Hepatitis.) 

Definition. — A  cluonic  disease  of  the  liver  character- 
ized by  a  hyperplasia  of  the  connective  tissue  and  more  or 
less  extensive  retrograde  changes  in  the  liver-cells. 
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Varieties. — The  most  important  varieties  are  atrophic 
cirrhosts,  kypcrirophic  citrhosis,  syphilitic  cirrhosis,  biUary  cir- 
rhosis, amJ  capsular  cirrhosis. 


ATROPHIC   CIRRHOSIS. 
(Laennec's  Cirrhosis;  Alcoliolic  Cirrhosis:  Oin-driiiker's  Liver.) 

Etiology. — It  occurs  most  commonly  in  males  of  middle 
age.  The  chief  cause  is  tlie  continued  use  of  alcohol,  espe- 
cially in  the  form  of  raw  spirits.  Syphilis  may  also  cause 
this  t^-pe  of  cirrhosis.  It  is  possible  that  some  cases  owe 
their  ori|^fin  to  tlie  .specific  fevers. 

Pathology. — In  the  earliest  stages  the  liver  is  somewhat 
enlarged  from  hyperemia,  but  when  the  process  is  advanced 
the  organ  is  small,  hard,  and  covered  with  numerous  small 
nodules  or  granulations  ("  hob-nails  ").  A  section  of  the 
liver  reveals  a  network  of  fine  and  coarse  pearly  bands  of 
connective  tissue.  The  contraction  of  this  connective  tissue 
is  responsible  for  the  reduction  in  tlie  size  of  the  organ  and 
the  j^'ranular  surface. 

Microscopic  examination  reveals  an  overgrowth  of  con- 
nective tissue  of  a  fibrous  or  cicatricial  character,  and  chiefly 
interlobular  in  distribution.  The  shrinking  of  this  tissue 
compresses  the  portal  veins  and  causes  degeneration  and 
atrophy  of  the  liver-cells. 

Symptoms. — Obstruction  of  the  portal  circulation  first 
causes  con^istiotf  and  catarrh  of  the  stomach,  hence  the  initial 
symptoms  are  anorexia,  fetor  of  the  breath,  fulness  and  dis- 
tress after  eating,  eructations,  nausea,  vomiting  of  mucus, 
flatulence,  and  constipation.  For  months  and  even  years 
these  phenomena  may  be  the  only  evidence  of  the  disease. 
As  the  pressure  in  the  portal  system  increases,  the  collat- 
eral Vessels  enlarj^e,  and  as  a  result  the  superficial  abdominal 
veins  become  prominent  and  hemorrhoids  develop.  I'ingorge- 
ment  of  the  portal  system  also  leads  to  ascites  and  swelling 
of  tiie  feet,  to  enlargement  of  the  spleen,  and,  not  infre- 
quently, to  copious  hemorrhage  from  the  stomach  or  bowel. 

At  first  the  liver  is  somewhat  enlar{:;ed  ;  later,  however, 
the  area  of  percussion-dulness  is  distinctly  reduced.     There 
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is  a  gradual  loss  of  flesh  and  strength.  Tht;  skin  is  muddy 
in  appearance,  but  conspicuous  jaundice  isver>'  uncommon. 
Nervous  symptoms — detiritim,  stupor,  convulsions,  and 
coma — occasionally  appear  toward  the  end  ^A  llie  disease. 
They  are  probably  due  to  the  retention  of  poisons  that  the 
liver  is  unable  to  convert  or  to  eliminate. 

The  majority  of  cases  terminate  fatally  in  from  three  to 
five  years,  or  in  from  one  to  two  years  after  the  compensa- 
tory circulation  fails.  Death  results  fiom  exhaustiun,  heni- 
orrhaj^e,  pulmonary  edema,  intercurrent  disease,  or  toxemia. 

Complications, — Tlie  kidneys,  heart,  and  blood-vessels 
arc  often  coincidentally  involved  in  the  cirrhotic  process. 
Tuberculosis,  especially  of  the  peritoneum,  is  a  very  com- 
miin  complication. 

Diagnosis. — In  the  early  stage  the  diagnosis  can  only 
be  suspected.  In  the  drunkard,  cfnoriic  gastric  catarrh 
with  enlargement  of  the  liver  would  strongly  indicate  the 
disease. 

Thrombosis  of  the  portal  vein  produce^  the  same  clinical 
picture,  hut  tlu;  symptoms  usually  develop  much  more 
rapidly. 

Ohronic  Feritpnitls  with  Effusion. — This  is  usually  tubercu- 
lous or  cancerous.  The  history,  abdominal  tenderness, 
the  detection  of  localized  masses  or  ill-defined  indurations, 
the  presence  of  other  foci  of  disease,  the  high  specific  gravity 
(above  1014)  of  the  ascitic  fluid,  and  the  absence  of  symp- 
toms indicating  portal  obstruction  will  generally  suggest 
chronic  pentonitis. 

Prognosis. — The  outlook  for  permanent  relief  is  bad. 

Treatment. — Alcohol  must  be  interdicted.  A  diet  of 
bland,  readily  digested  food  is  indicated.  The  gastric  ca- 
tarrh should  receive  appropriate  treatment  Lavage  of  the 
stomach  is  contraindicated  on  account  of  the  presence  of 
esophageal  varicosities.  Potassium  lodid  is  of  service  in 
syphilitic  cases,  but  not  otlierwise.  Ammonium  chlorid 
(10  grains  three  times  a  day)  is  sometimes  useful.  Portal 
congestion  is  best  relieved  by  the  administration  of  salines 
(sodium  phosphate  or  Rochelle  salt)  in  hot  water  one-half 
hour  before  breakfast. 
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Ascitis  can  sometimes  be  removed  by  the  administration 
of  cathartics  and  diuretics.  A  concentrated  solution  of 
Kpsom  salts  (^  to  1  ounce),  taken  in  the  morning  before 
breakfiist,  is  usually  the  most  efficient  purgative.  Occasion- 
ally it  may  be  desirable  to  substitute  compound  jalap  pow- 
der or  claterium.  The  diuretics  of  approved  value  are 
|x>tassium  acetate  or  bitartrate,  dii»italis,  and  squills, 

Niemeyer's  pill  has  a  well-deserved  reputation : 


Ijt.  Mx^&c  Iiy<lrargyri 
I'ulverU  digitalis 
I'ulvcns  &cill;c.    .    . 

Fiant  pilulii.-  Nu.  xx. 

Sic— ^oc  pill  thrice  duly. 


ftAgr.  XX.— M. 


When  the  ascites   is  larj^e  and  does  not  yield  readily  to 
drugs,  paracentesis  should  be  practised  (see  p.  1 16). 

Surgical  Treatment. — Talma's  operation  (suture  of  the 
onientmn  to  the  margin  of  the  abdominal  incision  and  irri- 
tation of  the  peritoneal  surfaces  of  the  liver)  or  one  of  its 
modifications,  h'as  proved  of  some  benefit  in  a  limited  num- 
ber of  cases  of  liver  cirrhosis  with  ascites.  The  object  of 
the  operation  is  to  establish  a  compensator).'  circulation  by 
making  accidental  adhesions  and  thus  increasing  the  anas- 
tomoses between  the  vessels  of  the  portal  system  and  those 
of  the  systemic  circulation.  The  operation  is  contraindi- 
cated  when  cardiac  or  renal  disease  coexists. 


HYPERTROPHIC  ORRHOSIS. 
(Hypertrophic  Cirrhosis  of  Hanot.) 

Pathology. — The  causes  of  hypertrophic  cirrhosis  are 
not  understood.  Alcohol  does  not  appear  to  be  a  factor. 
It  is  seen  chiefly  in  men  between  twenty  and  thirty  years  of 
age.  The  liver  is  greatly  enlarged  throughout  the  entire 
course  of  the  disease.  The  organ  is  of  yellowish  or  green- 
ish color,  and  its  surface  is  smooth  or  finely  granular. 

Microscopically,  a  proliferation  of  connective  tissue  is 
found,  but  the  latter  is  chiefly  inhiilobuiar,  is  more  cellular 
than  fibrous,  and  shows  h'ttle  tendency  to  contract.  The 
liver-cells  remain  intact  and  not  infrequently  share  in  the 
proliferation. 
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Symptoms-^The  liver  is  much  enlarged  permanently, 
often  tender,  and  the  seat  of  recurrent  attacks  of  pain. 
Jaundice  of  a  mild  type  is  rarely  absent.  The  stools,  how- 
ever, retain  their  normal  color.  Tlie  spleen  is  enlarged. 
Heniorrhaj^os  into  the  skin  and  from  mucous  membranes 
are  not  uncommon.  Toward  the  end  of  the  disease.  s)'mp- 
toms  of  hepatic  intoxication  may  develop.  Ascites,  profuse 
hematemesis,  and  enlargement  of  the  sujjerficial  abdViminal 
veijis  arc  rarely  observed.  The  course  is  lon^^ — often  from 
fi\t:  to  ten  years. 

The  treatment  is  that  of  congestion  of  the  liver.  Calo- 
mel and  potassium  iodid  have  been  recommended. 


OTHER  FORMS  OF  aRRHOSIS  OF  THE  LIVER. 

Syphilitic  Cirrhosis  of  the  I^iver-— In  the  diffuse 
form  the  ai:>pearance  of  the  liver  is  similar  tu  that  of  alco- 
holic cirrhosis.  In  the  gunmiatous  Airni,  however,  the 
organ  is  enlarged  and  often  coarsely  lobulated  from  fibrous 
transformation  of  the  gumniata.  A  histor)*  of  syphilitic  in- 
fection, an  enlargement  of  tlie  hver  that  is  grossly  nodular, 
and  a  fair  preservation  of  the  general  health  will  suggest  the 
condition.  The  disease  often  responds  favorably  to  anti- 
sj^hilitic  treatment. 

Biliary  Cirrhosis  of  the  Wver.— This  form  is  due  to 
stasis  of  the  bile  and  results  from  persistent  obstruction  of 
the  bile-ducts  by  calculi,  stricture,  or  tumor.  Clinically,  it 
-resembles  the  hypcrtrnf)hic  cirrhosis  of  Hant)t,  but,  unlike 
the  latter,  the  jaundice  is  very  intense  and  develops  rapidly, 
the  stools  are  devoid  of  bile,  the  liver  is  only  moderately 
enlarged,  and  the  course  is  short — rarely  more  than  tw^o  or 
three  years. 

Capsular  Cirrhosis  (Chronic  Perihepatitis). —This 
form  is  characterized  by  enormous  thickening  of  the  capsule 
of  the  liver.  The  symptoms  closely  resemble  those  of 
atrophic  cirrhosis,  but  the  course  is  extremely  slow,  the 
ascites  returning  again  and  again  after  tapping.  In  many 
cases  interstitial  nephritis,  chronic  capsulitis  of  the  spleen, 
chronic  peritonitis,  and  pericarditis  are  also  present 
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ABSCESS  OF  THE  LIVER. 
< Acute  Suppurative  Hepatitis.} 

Etiologcy. — Abscess  of  the  liver  is  probably  always  due 
to  the  action  of  micro-organisms — Amtuba  coli,  streptococ- 
cus, staphylococcus,  colon  bacillus.  They  may  enter  the 
liver  throu^li  the  portal  vein»  hepatic  artery,  or  bile-ducts. 

(1)  Amebic  dysentery  is  a  vi^ry  common  cause,  the 
amel)£  entering  the  liver  through  the  portal  vein.  Occasion- 
ally amebic  abscesses  occur  without  any  evidence  of  dysen- 
tery. (2)  Septic  emboli  from  gastric  ulcers,  duodenal 
ulcers,  jjuruleiit  apjKMidicitis,  etc.,  may  also  lodge  in  the 
branches  of  the  port.d  vein  and  thus  excite  a  suppurative 
inflammation  (suppurative  pylephlebitis).  (3)  Pyogenic 
organisms  may  enter  the  hepatic  artery  in  ulcerative  endo- 
carditis, abscess  of  the  lungs,  and  general  pyemia.  (4)  Sup- 
puration by  way  of  the  bile-ducts  sometimes  occurs  in 
angiocholitis  secondary  to  gall-stones.  (5)  Traumatism 
may  be  a  causal  factor.  (6)  Finally,  suppuration  may  result 
from  the  secondary*  infection  of  an  echinococcus  cyst. 

Pathology. — The  abscesses  following  amebic  dysentery 
("  tropical  abscess  *')  and  traumatisms  arc  generally  solitary, 
and  usually  occupy  the  right  lobe.  Metastatic  abscesses 
arc  multijile. 

Events. — llcp.itic  abscess  may  kill  by  septic  poisoning 
or  by  jKrforation  into  the  lung,  abdomen,  pleura,  pericar- 
dium, or  vena  cava.  Recovery  may  follow  operation  or 
spontaneous  rupture  into  the  bronchi,  into  the  stomach  or 
bowel,  or  externally. 

Symptoms. — Local  Symptoms. — The  liver  is  enlarged 
and  tender.  The  enlargement  is  more  often  upward  than 
downward.  Circumscribed  bulging  beneath  the  costal  arch 
is  sometimes  noted.  Fluctuation  is  occasionally  detected. 
There  is  usually  severe  pain  in  the  liver  region  and  right 
shoulder.  Exploratory  puncture  may  reveal  pus.  Shght 
jaumlice  may  dcvclup.  hut  it  is  often  absent. 

Constitntional  Symptoms. — These  result  from  sepsis,  and 
include  fever  of  a  remittent  or  irregular  type,  chills,  profuse 
sweating,  marked  anemia^  and  leukocytosis. 
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Rupture  into  ike  lung  is  characterised  by  severe  coug 
weak  breatliing  at  the  base  of  the  ri^ht  lung,  and  the 
expectoration  of  brownish  matter,  sometimes  containing 
amebae. 

IHag^OSis. — Hydatid  cysts  develop  slowly,  are  not  pain- 
ful, arc  not  associated  with  septic  phenomena,  and  yield 
clear  fluid  on  aspiration. 

Cancer  of  the  Xiiver. — The  history',  marked  cachexia,  in- 
volvement of  other  organs^  presenceof  jaundice,  detection  of 
hard  nodules  on  the  surface  of  the  liver,  and  the  absence  of 
septic  phenomena  will  suggest  cancer. 

Intermittent  Fever  due  to  Impacted  Oall-stones. — In  this 
condition  the  i>ain.  fever,  and  sweating  are  often  periodic; 
the  health  in  the  intervals  may  be  well  preserved;  the  jaun- 
dice increases  at  each  paroxysm ;  the  symptoms  may  persist 
for  several  years. 

Prog^nosis. — KmboHc  abscesses  are  invariably  fatal. 
Traumatic  and  amebic  abscesses  may  terniinaLe  favorably 
upon  spontaneous  or  induced  evacuation. 

Treatment. — In  multiple  abscesses  treatment  is  pallia- 
tive. Large  solitary  abscesses  should  be  opened  and 
drained. 


CANCER  OF  THE  LIVER. 

Etiolog'y. — Cancer  of  the  liver  is  more  common  in  men 
than  in  women.  It  is  infrequent  before  the  age  of  forty. 
Heredity,  traumatism,  and  chronic  irritation  from  gall-stones 
arc  prcdisfwsing  factors. 

Pathologfy. — Primary'  cancer  of  the  liver  is  rare;  sec- 
ondary cancer  is  common.  The  primaiy  form  may  apf>car 
as  a  single  large  nodule  {massive  cancer)  or  as  a  wide-spread 
infiltrating  growth  (nodular  cancer).  The  latter  form  is 
sometimes  associated  with  cirrhosis  of  the  liver  [cirrhotic 
cancer).  The  secondary  variety  is  usually  due  to  the  lodg- 
ment in  the  portal  capillaries  of  cancerous  emboli  derived 
from  a  primary  growth  in  one  of  the  neighboring  organs, 
especially  the  stomach.  The  liver  is  much  enlarged,  and 
studded  with  numerous  grayish-while  nodes,  some  of  which 
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project  from  the  surface.  The  superficial  nodes  are  often 
depressed  at  the  center. 

Symptoms. — (i)  The  liver  is  enlarged  and  very  painful, 
and  often  presents  one  or  more  smooth,  hard  nodules. 
The  latter  may  show  a  central  depression.  (2)  Cachexia 
is  pronounced  and  develops  rapidly.  (3)  Jaundice  is  com- 
mon, but  it  is  rarely  intense.  (4)  Digestive  disturbances 
are  a  prominent  feature,  and  often  precede  the  hepatic  symp- 
toms. Ascites  sometimes  results  from  portal  obstruction. 
Toward  the  end,  slight  fever,  delirium,  stupor,  and  coma 
may  drvclop  (ht-palic  intoxicalit-in). 

Diagnosis. — Hypertropliic  cirrhosis  may  be  tlistinguished 
by  the  smooth,  uniform  enlargement  of  the  liver,  the  en- 
largement of  the  spleen,  the  persistence  of  icterus  without 
loss  of  color  in  the  stools,  the  absence  of  marked  cachexia, 
the  age  of  the  patient  (between  twenty  and  forty),  and  the 
slow  course. 

Abscess. — This  may  be  distinguished  by  the  history,  the 
septic  fever,  and  the  results  of  explorator)'-  puncture. 

Syphilis  of  the  Liver. — The  history  of  specific  disease,  the 
age,  and  the  absence  of  cachexia  will  aid  in  the  diagnosis. 

Prognosis  and  Treatment. — Absolutely  unfavorable. 
The  duration  is  from  a  few  months  to  a  year.  Treatment 
can  only  be  palliative. 


HYDATID  CYST   OF  THE    UVER. 
(Echinococcufl  of  the  Liver.) 

Etiology  and  Pathology. — ilydatid  cysts  arc  formed 
by  the  embrj'os  of  the  T.tnia  cchinococcus,  a  small  tape- 
worm inhabiting  the  intestines  of  the  dog.  The  disease  is 
common  in  Iceland,  Australia,  and  some  parts  of  Europe, 
but  is  rare  in  America. 

The  eggs  of  the  worm  are  accidentally  ingested  by  man, 
and  embryos  are  liberated  in  the  stomach,  whence  they  may 
migrate  to  any  organ  ;  the  liver,  however,  is  most  commonly 
affected  through  tlie  portal  vein.  The  fixed  embryo  .soon 
develops  into  a  cyst  that  is  composed  of  an  external  lami- 
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nated  layer  and  an  internal  breeding  layer.     A  connective 
tissue  layer  is  formed  on  I  lie  outside  from  irritation. 

The  cyst  contains  a  clear,  non-albiiniinou.s  fluid  that  has  a 
specific  tjravityof  1005  to  1007,  and  which  is  rich  in  chlorids. 

Scolices  or  lan-a?  devcloii  from  the  breedinj^  layer;  they 
are  provided  with  four  suckers  and  a  circle  of  hooklets,  and 
produce  dauj^hter-cysts  within  the  parent-cyst.  When  in- 
gested by  the  dog,  the  iarvie  develop  into  mature  tape- 
worms. 

Ssrmptoms. — Small  cysts  excite  no  symptoms.  Large 
cysts  produce  an  irrc;_;ular  cnlart;cmcnt  of  the  liver,  with  a 
sense  of  weight  or  fuhicss  in  the  iiypochondriac  region.  If 
the  cyst  is  superficial,  an  clastic,  fluctuating  tumor  may  be 
detected  on  palpation.  On  percussion  a  peculiar  vibratory 
I  sensation   (hydatid    thrill)   may   be   imparted   to   the    hand. 

Aspiration  yields  a  clear  fluid  cont.iinint;  the  characteristic 
booklets.     Fever,  pain,  and  jaundice  are  usually  absent. 

Events. — (i)  The  cyst  may  reach  a  certain  size  and 
then  become  cjurescent.  {2)  Trifling  injury  may  convert  it 
into  abscess.  (3)  Rupture  of  the  cyst  into  ncighbon'ng 
ortjans  may  Lcrminate  in  death  or  in  recovery. 

Diagnosis. — The  diagnostic  features  are  a  smooth, 
tense,  elastic  tumor  of  the  liver,  of  slow  growth,  without 
pain,  fever,  or  pronounced  disturbance  of  the  general  health, 
and  yielding,  upon  exploratory  puncture,  a  clear  fluid  con- 
taining booklets. 

Prognosis. — ^In  uncomplicated  cases  the  prognosis  is 
guardedly  favorable. 

Treatment. — Aspiration  under  antise[>lic  precautions  is 
sometimes  followed  by  i)ermanent  recovery.     Surgeons  of 
the   largest   experience,   however,   prefer  free    incision    and 
_  evacuation  of  the  cysts.     Purulent  cysts  should  be  treated 

^K         as  abscesses. 
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AMYLOID  LIVER, 
Wary  Liver;  Lardaceous  Liver.) 
Definition. — An  cnlarji^ement  of  the  liver  due  to  the 
deposition  of  a  peculiar  albuminoid  substance. 
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Etiology. — Tlie  chief  causes  are  prolonged  suppuration, 
especially  of  bones;  tuberculosis;  syphilis;  and  long-stand- 
ing caclicxia. 

Pathology. — The  liver  is  uniformly  enlarged,  hard,  and 
smooth.  The  margins  arc  blunt.  On  section,  the  surface 
presents  a  translucent,  wax-like  appearance,  and  is  colored 
maiiogany  brown  with  Lugol's  solution.  The  degenerative 
process  begins  in  the  walls  of  the  blood-vessels  and  spreads 
to  the  connective  tissue. 

Symptoms. — The  liver  is  uniformly  enlarged,  smooth, 
firm,  and  painless,  and  presents  a  rounded  ^d'gc.  The 
spleen  and  kidncj'S  almost  always  share  in  the  degenera- 
tion, and,  in  conse<iuence,  the  spleen  is  enlarged  and  hard 
and  the  urine  contams  albumin  and  tube-casts.  Anemia 
and  emaciation  are  oflen  pronounced.  Jaundice  and  ascites 
are  uncfinimon. 

Diagnosis. — This  is  based  on  the  history,  the  uniform 
enlargement  of  the  liver,  the  absence  of  pain,  of  jaundice, 
and  of  ascites,  and  the  involvement  of  other  organs.  In 
leuketnia  the  liver  and  spleen  arc  often  uniformly  enlarged, 
but  an  examination  of  the  blood  will  prevent  an  error  in 
diagnosis. 

Prognosis  and  Treatment. — The  prognosis  dejicnds 
somewhat  upmi  the  curability  *>f  the  primar)-  disease.  The 
outlook,  however,  is  always  grave.  The  treatment  must  be 
directed  to  the  causal  disease. 


ACUTE  YELLOW  ATROPHY  OF  THE  LIVER. 
I  Acute  Parenchymatous  Hepatitis;  Malignant  Jaundice.) 

Definition, — A  very  rare  and  grave  disease  characterized 
anatomically  by  a  rapid  destruction  of  the  liver  tissue,  and 
manifested  clinically  by  jaundice,  hemorrhages,  a  reduction 
in  the  size  of  the  liver,  and  marked  cerebral  phenomena. 

Etiology, — The  disease  occurs  more  frequently  in 
women  than  in  men.  It  is  usually  seen  between  the  ages 
of  twenty  and  thirty.  Pregnancy  is  a  predisposing  factor. 
Alcoholic  excesses,  syphilis,  and  emotional  excitement  have 
been  given  as  exciting  causes.     The  rapid  course,  wide- 
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Spread  lesions,  and  the  fact  that  the  disease  has  occurred 
endemically  suggest  a  toxic  or  infectious  origin. 

Pathology. — The  liver  is  reduced  in  size,  flaccid,  and 
friable.  The  surface  is  yellowish  red  and  mottled.  Micro- 
scopic examination  reveals  advanced  fatty  degeneration  of 
the  livcr-cclIs.  hemorrhagic  extravasations,  hematogenous 
pigmentation,  and  occasionally  small-celled  infiltration.  The 
other  organs  arc  usually  the  scat  of  fatty  and  parenchy- 
matous degeneration. 

Sjanptoms. — (i)  The  initial  symptoms  arc  those  of 
catarrlial  jaundice.  (2)  Nervous  symptoms  [cholcmid)  soon 
follow  ,  tJiese  are  severe  headache,  maniacal  delirium,  stupor, 
and  coma.  (3)  The  urine  is  scanty,  and  usually  contains 
Uucin  and  tyrosin,  bile,  albumin,  and  tube-casts.  The  ex- 
cretion of  urea  is  often  greatly  diminished.  (4)  The  area 
of  hepatic  percussion  duhicss  rapidly  decreases.  (5)  Hemor- 
rhages from  the  mucous  membranes  and  into  the  skin  are 
common.  Fever  i.s  usually  absent.  The  disease  rarely 
lasts  longer  than  a  week  or  ten  days,  Recoverj'  is  ex- 
tremely rare. 

Diagnosis. — In  acuic  phosphorus' poisoning  acute  gas- 
tritis precedes  the  jaundice,  the  vomitus  and  stools  may  be 
phosphorescent  or  have  the  odor  of  phosphorus,  the  liver  is 
generally  enlarged,  and  the  urine  contains  much  sarcolactic 
acid. 

In  hypertrophic  cirrhosis  the  liver  is  enlarged  and  often 
painful,  the  course  is  slow,  and  leucin  and  tyrosin  rarely 
appear  in  the  urine. 

Treatment, — This  must  be  symptomatic. 


ACUTE  PERITONITIS. 

Definition. — An  acute  inflanmiation  of  the  peritoneum 
The  process  may  be  general  or  localized. 

Etiology. — The  disease  is  probably  always  caused  by 
bacteria,  which  enter  the  peritoneum  from  the  neighboring 
viscera,  especially  the  alimentary  canal,  from  the  Fallopian 
tubes,  from  external  wounds,  or  directly  from  the  blood. 
The  organisms  most  frequently  found  are  the  Streptococcus 


ACUTE   PEkirONlTlS. 


lU 


h 

I        pyogenes,  Staphylococcus  pyogenes,  Ricillus  coli,  pneumo- 
I         coccus,  Bacillus  pyocyancus,  and  gotiococcus. 
I  Peritonitis  may  foUuw — ( i )  PirfonUion  of  the  peritoneum 

by  an  external  wound,  by  rupture  of  a  gastric  or  intestinal 
ulcer,  by  rupture  of  a  suppurating  appendix,  gall-bladder, 
or  Fallopian  tube,  or  by  rupture  of  a  visceral  abscess;  (2) 
iwtt'usion  of  a  septic  process  in  adjacent  structures — stom- 
ach, bowel,  gall-bladder,  pancreas,  uterus;  (3)  hanmatism ; 
{j^)  general  infections — septicemia,  specific  fevers,  rheumatism, 
tuberculosis,  etc. 

Pathology. — The  serous  surfaces  first  become  red  and 
lusterless ;  later  a  serofibrinous,  fibrinous,  or  purulent  exu- 
date is  formed.  Putrid  and  hemorrhagic  exudates  are  some- 
times observed. 

Sjmptotns. — The  most  prominent  symptoms  arc  intense 
abdominal  pain  and  tcndemcss.  The  breathing  is  shallow 
and  thoracic.  To  relax  the  abdominal  pariclcs,  the  patient 
lies  motionless  upon  his  back,  with  the  legs  and  thighs 
flexed.  The  features  are  pinched,  and  the  expression  is 
anxious.  The  abdomen  is  distended,  and  its  walls  are  rigid. 
Percussion  at  first  reveals  general  t>'mpany,  but  later  there 
may  be  dulncss  in  the  flanks  from  the  gravitation  of  the 
exudate.  The  temperature  is  usually  moderately  high 
(i02°-i04*'  F.),  and  the  pulse  is  small,  rapid,  and  "  wiry.'* 
The  bowels  arc  usually  constipated.  Vomiting  and  hiccup 
are  common  symptoms.  In  severe  cases  collapse  speedily 
ensues,  and  is  indicated  by  a  fall  in  the  temperature,  a  cold, 
clammy  surface,  a  rapid,  feeble  pulse,  and  suppression  of  urine. 

In  localized  peritonitis  the  constitutional  symptoms  are 
less  severe.  Pain,  tenderness,  and  rigidity  are  circum- 
scribed. General  tympanites  is  usually  absent.  Abscess 
formation  is  common. 

IHagnosis. — Acute  Cnteritls. — In  this  disease  the  pain 
is  colick^'and  less  intense  ;  tenderness  is  much  less  marked; 
rigidity  is  rarely  present ;  there  is  diarrhea ;  the  constitu- 
tional  sympt<nns  arc  nnt  so  grave. 

Intestinal  Obstmction, — Constipation  is  absolute ;  vomiting 
is  stercoraceous ;  fevcr  and  abdominal  tenderness  are  less 
pronognccd. 
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Hysteric  Abdomen. — This  condition  may  resemble  [jcrito- 
nitis  in  all  particulars.  The  personal  history  must  be  care- 
fully considered.  Fever  is  not  usually  present,  the  pulse  is 
not  usually  rapid  and  wiry,  and  when  the  attention  is  dis- 
tracted, the  pain  may  disappear. 

Prog^iosis. — Dililusc  septic  peritonitis  is  almost  inva- 
riably fatal.  The  duration  is  usually  from  two  to  six  days. 
Life  is  occasionally  saved  in  perforative  peritonitis  by 
}>ronipt  o|xM'ation.  In  localized  peritonitis  the  outlook  is 
much  more  favorable. 

Treatment. — Marly  operation  offers  the  only  hope  of 
savinj^  life  in  perforative  or  septic  cases.  Apart  from  lapa- 
rotomy, treatment  is,  for  the  most  part,  palliative.  When 
the  stomach  is  retentive,  small  quantities  uf  milk  and  lime- 
water  or  of  broth  may  be  given  by  the  mouth.  Ice  may 
be  given  to  suck.  If  vomiting  be  ix-rsistent,  nutrient  enemas 
are  to  be  given.  Locally,  either  very  cold  or  very  hot  ap- 
plications may  afford  relief.  Opium  is  useful  in  allaying 
pain,  controlling  vomiting,  and  diminishing  peristaltic  move- 
ments. Remarkably  large  doses  arc  often  well  borne.  In 
non-perforative  cases  saline  purgatives  in  concentrated  solu- 
tion ( I  to  2  drams  cver>'  two  hours)  may  be  given  until  the 
bowels  move  freely.  These  salts,  while  not  increasing  peri- 
stalsis, attract  serum  from  the  turgid  blood-vcsscis  and  thus 
relieve  congestion. 

CHRONIC  DIFFUSE  PERITONITIS. 

Btiology. — Chronic  peritonitis  may  be  a  scque!  of  acute 
peritonitis.  In  a  few  instances  it  has  seemed  to  have  resulted 
from  syphilis.  In  the  vast  majority  of  cases  it  is  tuberculous 
or  cancerous. 

Pathology. — The  intestines  are  matted  together  by 
bands  ol  fibrous  K'nijih.  The  omentum  is  nften  contracted 
and  greatly  thickened.  Kffusion  is  usually  present,  but  it 
varies  considerably  in  amount ;  it  is  highly  albuminous,  and 
in  the  tuberculous  and  cancerous  varieties  it  maybe  bloody. 

Symptoms. — Fever  is  slight  and  may  be  absent.  Pain 
is  not  sev^ere,  and  is  frequently  paroxysmal.  There  is 
usually  more  or  less  diffuse  tenderness.    Anemia  and  ema- 
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elation  are  often  pronounced.  The  abdomen  is  generally 
distended;  often  irregularly,  from  sacculated  effusions,  in- 
flated intestinal  coils,  or  ilic  projecting  matted  omentum. 
Palpation  often  detects  a  friction  fremitus  and  resistant 
masses  or  nodules.  Percussion  yields  dulness,  varying  in 
extent  with  the  amount  of  effusion.  When  the  fluid  is  sac- 
culated, the  dulness  may  be  irregularly  distributed.  Fluctua- 
tion can  sometimes  be  elicited.  On  tapping,  the  fluid  is 
turbid,  rich  in  albumin,  and  of  high  s[)ccific  gravity  (about 
1015).  In  cancerous  and  tuberculous  cases  it  is  frequently 
bloody. 

Diagnosis. — The  diagnosis  between  tttbcrculous  and  cnn- 
cirous  [>fritttnitis  is  not  always  easy.  The  tuberculous  form 
usually  occurs  in  persons  under  forty,  gives  rise  to  less 
cachexia  than  the  cancerous  form,  and  is  frequently  asso- 
ciated with  tuberculous  foci  elsewhere,  especially  in  the 
lung,  pleura,  testis,  or  Fallopian  tube.  In  doubtful  cases 
the  tuberculin  lest  may  be  eniployed  or  a  guinea-pig  may 
be  inoculated  with  the  exudate. 

Prognosis. — Cancerous  peritonitis  is  invariably  fatal. 
Tuberculous  peritonitis,  while  always  grave,  not  infrequently 
ends  in  recovery,  esf>ecially  in  children. 

Treatment. — In  the  tuberculous  form  the  general  treat- 
ment should  be  that  of  pulmonary  tuberculosis.  When  the 
effusion  is  large,  aspiration  will  be  required.  Surgical  treat- 
ment (free  incision  with  washing-out  of  the  abdominal  cav- 
ity with  normal  salt  solution)  should  be  advised  in  suitable 
cases. 

ASCITES. 

Definition. — A  collection  of  serous  fluid  in  the  peri- 
toneal  cavity 

Etiology. — (i)  It  may  result  from  the  causes  of  general 
dropsy — heart  disease,  nephritis,  chronic  lung  disease,  and 
anemia.  (2)  It  may  be  due  to  obstruction  of  the  portal  cir- 
culation, from  cirrhosis  of  the  liver,  tumor,  or  thrombosis 
of  the  portal  vein.  (3)  It  occurs  in  chronic  j)eritonitis. 
(4)  It  is  often  caused  by  tumors  of  the  abdomen. 

Ss^mptoms. — When  the  effusion  is  large,  a  sensation  of 
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weight  in  the  abdomen,  dyspnea,  scanty  urination,  and  edema 
of  the  feet  may  result  from  pressure. 

Physical  Signs.— ^Inspaction* — The  abdomen  is  dis- 
tended ;  the  suiface  is  smooth  and  shinin^^  ■  the  base  of  the 
thorax  is  broadened  ;  the  navel  is  more  or  less  obliterated ; 
the  superficial  veins  are  frequently  enlarged;  and,  when  the 
patient  lies  in  the  dorsal  position,  the  flanks  bulge. 

Palpation  may  elicit  fluctuation,  and  in  the  flanks  a  sense 
of  resistance. 

Percussion  reveals  dtihies.s  and  resistance  in  dependent 
parts,  with  superincumbent  tympany.  The  dulness  is 
moveable  and  is  detected  in  the  flanks  when  the  patient 
occupies  the  tlorsal  position. 

Aspiration. — The  fluid  is  usually  clear,  straw-colored,  and 
albuminous.  The  s(jccific  gravity  is  from  lOlO  to  I020. 
In  cancerous  and  tuberculous  peritonitis  the  fluid  is  some- 
times bloody.     Occasionally,  chylous  fluid  is  present. 

Diagnosis. — Tympanites. — This  yields  universal  hyper- 
resonance  on  percussion. 

Ovarian  Cysts. — The  enlargement  is  at  first  unilateral. 
As  the  intestines  are  pushed  aside,  the  dulness  is  anterior 
and  the  resonance  is  in  the  flanks.  Vaginal  examination 
often  furnishes  important  data.  The  fluid  of  the  cyst  has  a 
hif^hcr  specific  gravity  (1025). 

Distention  of  the  Bladder. — The  history,  the  location  of 
the  dulness,  and  the  results  of  catheterization  will  render 
the  diagnosis  apparent 

Treatment. — Treatment  should  be  directed  to  the 
original  cause.  Hydragogue  cathartics  and  diuretics  are 
sometimes  useful.  Concentrated  saline  solutions,  compound 
jalap  powder  (20  to  40  grains),  and  elatcrium  {\  grain)  are 
the  most  useful  cathartic^.  Infusion  of  digitalis  (3  to  4 
fluidrams),  citrated  cafiein  (2  to  3  grains),  potassium  citrate 
or  acetate  (20  grains),  and  Niemcyer's  pill  (see  p.  105)  are 
the  most  reliable  diuretics. 


H .     PoUtssii  cttrstis , 

lofusi  digitalis 
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When  the  cflusion  is  large  and  causes  discomfort  or  great 
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diminution  in  the  quantity  of  urine,  paracentesis  should  be 
performed. 

ParacenteBis  Abdominis.— The  bladder  having  been  emp- 
tied, the  patient  is  placed  in  a  seniirecumbent  position,  and 
a  spot  in  the  median  line  midway  between  the  umbilicus 
and  the  symphysis  pubis  is  anesthetized  by  means  of  a 
block  of  ice  sprinkled  with  salt.  A  stout  trocar  is  now 
introduced  with  a  quick  thrust  into  the  abdominal  cavity,  a 
rubber  tube  is  attached  to  tlie  cannula  for  the  purpose  of 
conveying  the  fluid  into  a  pail  placed  below  tlie  patient's 
bed,  and  the  trocar  is  then  withdrawn.  While  the  fluid  is 
escaping,  a  many-tailed  bandage  is  adjusted  to  the  abdomen 
and  gradually  tiglucned.  The  application  of  such  a  binder 
should  never  be  omitted.  It  gives  support  to  the  relaxed 
abdominal  walls,  and  tends  to  prevent  syncope  and  hemat- 
emesis.  When  tlie  fluid  ceases  to  flow,  the  cannula  is 
removed,  and  the  opening  sealed  with  an  antiseptic  pad  and 
a  few  strips  of  adhesive  plaster. 

In  tuberculosis,  peritonitis,  and  in  cirrhosis  of  the  liver 
with  recurrent  ascites  surgical  treatment  sometimes  proves 
successful. 
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THE  URINE. 

Normal  urine  is  a  pale,  amber-colored  fluid,  of  acid  reac- 
tion, having  a  specific  gravity  of  1015  to  1025,  and  amount- 
in^f  ill  quantity  to  about  50  ounces  in  twenty -four  hours. 

Polyuria. — An  increased  flow  of  urine. 

Temporary  polyuria  may  result  from — (i)  Excessive  in- 
gestion of  fluids,  (2)  Administration  of  diuretics.  (3)  Sup- 
pression of  perspiration.  (4)  Crises  of  certain  febrile  diseases. 
and  certain  neurotic  manifestations,  such  as  neuralgia  and 
hysteria.  (5)  Absorption  f^f  serous  effusions  and  transuda- 
tions. (6)  Removal  of  some  temporary  obstruction  in  the 
urinary  passages. 

Ptrmancnt  polyuria  may  result  from — (i)  Diabetes  melli- 
tus.  (2)  Diabetes  insipidus.  (3)  Chronic  interstitial  ne- 
phritis.    (4)  Amj'Ioid  kidney. 

Diminution  of  the  amount  of  urine  or  suppres- 
sion of  urine  (anuria)  occurs — (i)  When  ilicrc  is  ex- 
ces.sive  secretion  through  other  channels,  as  in  perspira- 
tion and  diarrhea ;  (2)  in  fever ;  (3)  in  severe  congestion 
of  the  kidneys ;  (4)  in  acute  nephritis  and  late  in  chronic 
parenchymatous  nephritis;  (5)  in  collapse;  (6)  in  certain 
"hervous  conditions,  as  in  some  cases  of  hysteria;  and  (;') 
from  mechanical  obstruction,  as  in  compression  of  the  ureters 
by  tumors  and  in  enlargement  of  the  prostate  gland. 

Urea. — Urea  is  the  final  product  of  the  decomposition  of 
proteids  in  the  body.  A  large  part  is  formed  in  the  liver. 
It  is  completely  soluble  \\\  urine,  but  the  nitrate  of  urea 
cry.stallizes  in  the  fnini  of  transparent  imbricated  plates 
when  nitric  acid  is  added  to  urine  that  has  been  partially 
evaporated, 
lis 
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The  amount  of  urea  excreted  varies  greatly  in  health. 
Normal  urine  contains  about  2  per  cent,  of  urea.  The 
average  daily  amount  excreted  is  from  300  to  600  grains. 

The  excretion  of  urea  is /wrrr^Wfv/ — (l)  After  the  inges- 
tion of  much  albuminous  food  ;  (2)  after  exertion  ;  (3)  in 
febrile  and  acute  inflammatory  diseases ;  (4)  in  diabetes ; 
(5)  after  the  use  of  certain  drugs,  as  caffein  and  salicylic 
acid. 

The  excretion  of  urea  is  diminisheti — (i)  In  nephritis; 
{2)  in  inanition  and  cachexia ;  (3)  in  destructive  diseases  of 
the  liver — acute  yellow  atrophy,  cirrhosis. 

Fowit-rs  Hypochlorite  Test  for  Urea. — Add  to  1  volume 
the  urine  7  volumes  of  Liibarraque's  solution  of  chlorinate* 
soda.     Shake  the  jar  containinj^  the  mixture   (Occasionally, 
and  stand   It  aside  for  two  hours,  when  the  urea  will  have 
been  decomposed.     Now  take  the  specific   gravity  of  the 
quiescent  fluid. 

Ascertain  the  s^xrcific  gravity  of  the  mixture  of  urine  and 
Labarraque's  solution  before  decomposition.  To  do  this, 
multiply  the  specific  gravity  of  the  pure  Labarraque's  solu- 
tion by  7,  add  this  to  the  specific  gravity  of  the  pure  urine, 
and  divide  by  8.  The  result  is  the  specific  gravity  of  the 
mixed  fluid.  From  this  subtract  the  specific  gravity  of  the 
quiescent  mixture  after  decomposition  of  the  urea,  multiply 
the  difference  by  '^J,  and  the  result  is  the  percentage  of 
urea  (Tyson). 

Ifithtiria* — Uric  acid  or  urates  in  the  urine.  These  sub- 
stances appear  to  be  derived  from  the  nuclein  of  cellular 
nuclei.  When  they  are  in  excess,  the  urine  is  heavy,  dark 
in  color,  and  on  cooling  throws  down  a  brick-red  deposit. 

Microscopically,  uric  acid  appears  as  reddish-yellow 
rhombic  prisms  or  lozenge-shaped  crystals. 

Amorphous  urates  appear  as  fine,  dark,  and  opaque 
granules. 

Cr^'stalline  urates  appear  as  needles,  dumb-bells,  or  as 
globular  masses  from  which  sharp  spines  project. 

Murexid  Test  for  Urie  Acid  attd  its  Sa/ts. — Kvaporate  a 
little  urine  in  a  porcelain  dish,  add  a  drop  or  two  of  strong 
nitric  acid,  and  heat  again  to  dn^iess.    Cool,  and  add  a  drop 


120 


D/S£j^S£:S  OF  THE  KIDNEYS. 


of  liquor  ammonia,  and  the  beautiful  purple  color  of  murexid 
is  ilovL'lcipcd. 

Urates. — The  urates  are  present  in  small  quantity  in  nor- 
mal urine.  They  may  become  perceptible  or  transiently 
increased:  (l)  In  urine  exposed  to  a  cold  atmosphere.  (2) 
In  urine  made  scanty  hy  free  perspiration  or  diarrhea.  (3) 
When  the  acidity  uf  the  urine  is  temporarily  increased. 
(4}  After  excessive  indidgence  in  nitrogenous  food. 

The  urates  are  increased  pathologically  in  many  diseases 
which  directly  or  indirectly  interfere  with   tissue  or   food 


Fig.  3.— Uric  ovtd  uiid  urii;  acid  salts. 


metabolism,  notably  in  :  (i)  Gout ;  (2)  fever;  (3)  leukemia; 
(4)  indigestion;  (5)  diseases  of  the  lungs — from  interference 
with  oxidation. 

I/CUcinuria  and  Tyrosinuria. — I-eucin  and  tyrosin  arc 
found  in  the  urine  in  certain  specific  fevers,  and  es|x;cially  in 
fatty  degeneration  of  the  liver  resulting  either  from  phos- 
phorus-poisoning or  from  acute  yellow  atrupliy. 

Tlicy  may  be  detected  by  evaporating  a  few  drops  of  the 
urine  ox\  a  glass  slide.  Leucin  appears  in  the  form  of  small, 
round,  glistening  spheres,  resembling  fat-drops,  but,  unlike 
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the  latter,  they  are  insoluble  in  ether.  Tyrosin  appears  in 
the  form  of  intLTsccting  tufts  of  fine  acicular  crystals, 

Phosphaturia. — Phosphates  occur  in  two  forms,  amor- 
phous and  crystalline. 

Amorphous  earthy  phosphates  are  found  in  alkaline  urine, 
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Flo.  4. — a,  Tyrosin  crystals ;  >,  leucin  crystals. 

and  are  precipitated  by  adding  a  few  drops  of  liquor  am- 
monise  to  the  urine. 

Crystallized  phosphate  of  lime  appears  as  stellar  or  rod- 
shaped  crystals  which  arc  soluble  in  acetic  acid. 
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Fiti.  5.>- I'riplr  phosphate. 

77te  ammoniofuai^fteswm  phosphate,  or  triple  phosphate, 
appears  in  decomposing  urine  as  transparent,  coffin-shaped 
prisms.  They  may  resemble  crystals  of  oxalate  of  lime, 
but,  unlike  the  btter,  are  freely  soluble  in  acetic  acid. 
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The  presence  of  phosphates  in  the   urine  is  no  indicatioi 
of  excess,  for  when   normal  in  amount,  they  arc  often  pre- 
cipitated in  urir\e  that  is  temporarily  alkaline. 

The  detection  of  triple  phosphates  in  newly  voided  urine 
indicates  decomposition  in  the  bladder,  a  condition  resulting 
from  vesical  catarrh. 

Phosphaluria  results  from  many  causes — certain  nervous 
diseases,  nen'ous  dyspepsiu,  rickets,  osteomalacia,  leukemia, 
and  gout.  Cases  of  polyuria  with  phosphaturla  have  been 
described  {liiabetcs  phosphaticus). 

Ohlorids. — The  quantity  of  these  salts  is  increased :  ( \ )  After 
exertion.     (2)  During  the  absorption  of  serous  effusions. 


Fig,  6.— Oxalate  of  lime. 

The  <\w2LX\\\\y  \?t  decreased :  (i)  In  most  febrile  diseases. 
(2)  In  nephritis.  (3)  In  many  wasting  diseases,  (4)  Espe- 
cially in  pneumonia. 

Test. — We  may  thus  rouglily  estimate  the  quantity.  Add 
a  few  drops  of  strong  nitric  acid  to  the  urine,  remove  any 
albumin  that  may  be  present,  and  then  add  to  the  clear 
urine  a  little  of  a  stronjj  solution  of  nitrate  of  silver.  The 
abundance  of  the  white  precipitate  will  indicate  the  quantity 
of  chlorids    present. 

Oxalnria. — Oxalate   of  lime   appears   in   the   urine   as 
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dumb-bell-shaped  crystals  or  as  minute,  highly  refracting 
octahedra. 

They  are  found  in  excess:  (i)  After  eating  certain  fruits 
and  vegetables,  as  spinach,  rhubarb,  cauliflower,  and  pears ; 
(2)  in  certain  nervous  diseases,  notably  Iiypochondriasis, 
melanchoha,  and  neurasthenia;  (3)  in  dial>ete.s ;  (4)  in  gout 

In  persistent  oxaluria  a  portion  of  the  oxalates  appears 
to  be  derived  from  animal  products,  especially  creatinin  and 
gelatin. 

Tube-casts. — These  are  cylinders  of  albuminoid  sub- 
stances formed  in  the  uriniferous  tubules.  They  arc  often 
composed  in  part  of  epitlielial  cells,  blood-cclls,  or  the 
products  of  degenerated  cells.     They  appear  as  : 

Hyaline  Casts, —  These  arc  clear,  translucent  cylinders, 
often  so  pale  as  to  be  scarcely  visible.  They  occur  in  the 
urine  in  all  forms  of  nephritis,  in  congestion  of  the  kidneys, 
in  jaundice,  and  even  in  health.  They  are  frequently  the 
only  casts  present  in  chronic  interstitial  nephritis. 

Waxy  Casts. — These  resemble  hyaline  casts,  but  they 
appear  more  solid  and  rigid  and  are  more  or  less  yellow. 
They  occur  especially  in  chronic  parenchymatous  nephritis. 

EpitheHal  Casts. — These  are  cylinders  of  epithelial  cells 
or  hyaline  casts  covered  with  epithelial  cells.  They  occur 
especially  in  acute  parenchymatous  nephritis. 

Granular  Casts. — These  are  cylinders  covered  with  the 
debris  of  broken-down  epithelial  cells.  They  are  especially 
common  in  chronic  nephritis,  but  they  may  occur  in  acute 
nephritis. 

Fatty  Casts. — These  are  casts  studded  with  oil-drops  de- 
rived from  degenerated  epithelium.  They  occur  chiefly  in 
chronic  parenchymatous  nephritis. 

BiooJ  Casts. — These  are  cylindric  masses  of  red  blood- 
cells,  or,  more  commonly,  hyaline  casts  studded  with  red 
blood-cells.  They  occur  in  acute  and  chronic  hemorrhagic 
nephritis. 

I^s  ami  Bacteriai  Casts. — Casts  composed  respectively 
of  masses  of  pus-cells  and  of  bacteria  are  occasionally  met 
with  in  suppurative  nephritis. 

Cyiindroids. — These   formations    may   resemble    hyaline 


casts,  but  they  are  usually  much  longer  and  often  taper  off 
at  one  end  to  a  thread.  Moreover,  they  frequently  show 
constrictions  at  different  points.  Their  presence  is  not  a 
proof  of  nephritis.  They  often  occur  in  conditions  of  renal 
irritation. 

Urobiliniiria. — Urobilin  is  the  coloring  agent  of  normal 
urine.  When  present  in  excess,  the  urine  is  dark  brown. 
When  deposited  in  the  tissues,  it  causes  a  brownish  pig- 
mentation known  as  urobilin-icterus.  The  iirobihij  in  the 
urine  may  be  pathologically  increased — (i)  In  pernicious 
anemia;  (2)  after  the  absorption  of  hemorrhagic  effusions; 
(3)  in  pyrexia ;  (4)  in  advanced  liver  disease. 

Hematoporphyrinuxia. — Hematoporphyrin  is  a  prod- 
uct of  the  decomposition  of  hemoglobin.  It  is  hematin  de- 
prived of  its  iron.  Large  amounts  impart  to  the  urine  a 
dark-red  color.  It  is  found  in  the  urine  in  a  large  number 
of  diseases,  and  in  chronic  poisoning  by  sulphonal  and 
trional. 

Glycostiria. — Grape-sugar  in  the  urine. 

Causes. — Normal  urine  contains  a  trace,  but  this  is  not 
recognizable  by  the  ordinary  tests.  Decided  glycosuria  is 
seen — (i)  In  diabetes  mellitus  ;  (2)  after  the  digestion  of 
large  amounts  of  saccharine  matter ;  (3)  in  poisoning  by 
certain  drugs,  such  as  phloridzin,  nitrites,  chloroform  ;  {4)  in 
pregnancy;  (5)  in  diseases  or  injuries  to  the  floor  of  the 
fourth  ventricle  ;  (6)  in  lesions  of  tlie  pancreas  involving  the 
islands  of  Langerhans ;  (7)  in  many  ner\ous  diseases  and 
acute  infections — epilepsy,  tetanus,  cholera,  f>ertussis,  etc. 

Quaiiiatrir  Tests  for  Glucose. — The  copper  tests  are  com- 
monly employed,  and  depend  on  the  power  which  glucose 
possesses  of  converting  blue  oxid  of  copper  into  the  orange- 
yellow  suboxid. 

Tromimrs  Test. — Add  to  the  suspected  urine  half  its 
volume  of  liquor  potassse,  and  if  any  precipitate  falls,  filter 
the  solution  ;  tlien  add  one  or  two  drops  of  a  weak  solution 
(1  :  30)  of  sulphate  of  copper,  and  heat  the  resulting  mix- 
ture. If  sugar  is  present,  a  dense  yellow  or  red  precipitate 
falU. 

Simple  decolorization  of  the  fluid  is  no  proof  of  sugar 
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Fehlin^s  Test. — As  the  fluid  employed  in  this  test  spoils 
on  keeping,  it  should  be  freshly  prepared  when  required  by 
mixing  in  equal  pro[)orttans  the  followint^  sojutioub  : 

First  solution :  Dissolve  34.64  grams  of  pure  cupric  sul- 
phate in  distilled  water,  and  dilute  up  to  500  ex. 

Second  solution:  Dissolve  180  grams  of  pure  Rochclle 
salt  and  70  grams  of  caustic  .soda  in  400  ex.  of  distilled 
water,  and  heat  to  boiling  ;  on  cooling,  make  up  to  500  ex. 
with  distilled  water. 

To  about  ten  minims  of  each  solution  in  a  test-tube  add 
about  a  fluidram  of  distilled  water,  and  boil  for  a  few 
seconds ;  if  the  solution  remains  clear,  add  the  suspected 
urine  drop  by  drop,  and  occasionally  heat  the  tube.  If 
sugar  is  abundant,  a  yellowish-red  deposit  will  be  produced. 
If  no  precipitate  falls,  continue  the  addition  of  the  urine 
until  an  equal  volume  has  been  added,  and  allow  to  cool; 
then  if  no  precipitate  falls,  sugar  is  absent. 

Tfi^  nunylhydrazin  Test. — Put -in  a  test-lube  half  filled 
with  water  phenylhydrazin  (hydrochlorate)  2  grains  and 
sodium  acetate  3  grains.  Dissolve  by  heating.  Fill  the 
tube  with  suspected  urine,  and  stand  in  boiling  water  for 
twenty  minutes.  Then  place  in  cold  water.  On  cooling, 
yellow,  radiating  groups  of  needle-shaped  crystals  of  phenyl- 
glucosazon  fall,  which  may  be  detected  under  the  micro- 
scope. 

Bdttgi'rs  Test. — Add  to  a  couple  of  drams  of  suspected 
urine  which  is  free  from  albumin  an  equal  volume  of  liquor 
potassx  and  a  few  grains  of  subnitrate  of  bismuth,  and 
boil ;  if  sugar  is  present,  it  will  reduce  the  salt  of  bismuth  lo 
black  metallic  bismuth.  Substances  containing  sulphur, 
like  albumin,  yield  a  similar  black  precipitate. 

The  Fcrmintathnt  Test, — Fill  a  four-ounce  bottle  three 
parts  full  of  urine,  and  add  a  fluidram  of  ordinary  yeast  or  a 
small  portion  of  compressed  yeast ;  lightly  cork,  and  subject 
to  a  temperature  of  70**  to  80°  F.  for  ten  or  t^velve  hours. 
If  sugar  is  present,  fermentation  result-s  with  the  evolution 
of  carbon  dioxid,  and  the  specific  gravity  of  the  urine  falls. 

Quantitative  Tests. — Fermentation  test :  Employ  two  bot- 
tles of  urine,  and  to  the  one  add  the  yeast ;  at  the  end  of 
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twenty-four  hours  take  the  specific  gravity  of  each  specimen. 
Every  degree  lost  in  the  fermented  urine  indicates  a  grain 
of  sugar  to  the  fluidounce. 

Ft'hling's  Test. — To  i  ex.  of  Fehling's  solution  add  4  c.c. 
of  distilled  water,  and  hoil  ;  if  the  solution  htill  remains  clear, 
add  1^0  c.c.  of  the  urine  fiom  a  graduated  pipet,  and  gently 
heat.  Coniiinic  the  addition  of  the  urine,  little  by  little, 
until  all  blue  color  has  disa})pcared.  If  i  ex.  of  urine  has 
been  added,  it  will  have  contained  half  of  i  [x;rcent.  of  sugar. 
If  2  ex.  are  used,  it  will  have  CLinlaincd  \  per  cenL  If  but 
half  of  a  cubic  centimeter  is  used^  it  will  have  contained 
I  [)er  cent. 

If  the  specific  gravity  indicates  that  the  amount  of  sugar 
is  great,  dilute  the  urine  with  a  definite  amount  of  water, 
and  estimate  accordingly  (Tysnn). 

Albuminuria. — Albumin  in  the  urine. 

Causes. — It  occurs — (i)  In  all  forms  of  nephritis;  (2)  in 
congestion  of  kidneys  fr<^)in  diseases  of  the  heart,  lungs,  atul 
liver;  (3)  in  conditions  profoundly  affecting  the  blood,  as  per- 
nicious anemia,  leukemia,  purpura,  and  poisoning  by  many 
drugs  ;  (4)  in  acute  febrile  diseases  ;  (5)  nftcn  in  pregnancy ; 
(6)  occasionally  m  certain  persons  in  health,  as  in  young 
adults  after  cvcrtion,  exposure,  or  a  diet  rich  in  albumin 
(cyclic  albuminuria);  (7)  when  the  urine  contains  pus  or 
blood  (accideiUal  albuminuria);  (8)  in  many  nervous  dis- 
eases, as  apoplexy,  cerebral  concusf^ion,  tetanus,  epilepsy. 

Tests  for  Albumin. — Ihiler's  Test, — Pour  a  small  quantity 
of  colorless  nitric  acid  in  a  test-tube,  and  allow  an  equal 
quantity  of  filtered  urine  to  trickle  from  a  pipet  down  the 
sides  of  the  tube  and  to  come  in  contact  with  the  acid.  If 
albumin  is  present,  a  sharply  defined  white  ring  is  formed  at 
the  line  of  junction. 

Turpentine,  copaiba,  and  other  oleoresins  ehminnted  in 
the  urine  yield  similar  rings,  but  the  latter  are  redissolved 
on  the  addition  of  alcohol. 

Uric  acid  produces  an  undefined  pink  ring,  but  it  is  not 
exactly  at  the  line  of  contact,  and  is  redissolved  on  the 
application  of  heat, 

Johmon^s  Tat, — Fill  a  six-inch  test-tube  two-thirds  full 
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of  filtered  urine,  and  allow  a  couple  of  drams  of  a  clear, 
saturated  solution  of  picric  acid  to  flow  down  the  side  of  the 
tube  and  to  mix  with  the  urine.  Turbidity  indicates  the 
presence  of  albumin,  and  it  increases  on  gently  heating  the 
tube  near  its  moutli.  Certain  substances  in  the  urine,  like 
the  alkaloids,  produce  a  simdar  turbitiity,  but  this  disap- 
pears on  the  application  of  heal. 

RobiKtss  Nitric  Magnesium  Test. — TJiis  test  is  very  deli- 
cate and  reliable.  The  test-fluid  is  nitidc  by  addinj,'  one 
volume  of  strong  nitric  acid  to  five  volumes  of  a  saturated 
solution  of  sulphate  of  magnesium,  and  is  employed  in 
the  same  manner  as  nitric  acid  in  Heller's  test. 

Acetonuria. — Acetone  in  the  urine.  It  has  not  been 
definitely  determined  whether  acetone  is  derived  from  the 
breaking  up  of  fats  or  of  albumins.  Acetone  occurs  in  the 
urine — (l)  To  a  slight  extent  in  health;  (2)  in  diabetes; 

(3)  in  starvation  and  in   wasting  diseases,  such   as  cancer; 

(4)  in  fevers;  (5)  in  certain  psyclioses ;  (6)  in  gastro-intcs- 
tinal  disturbances. 

Legal  s  Acetone  Test. — To  4.  c.c,  of  urine,  rcndercti  alka- 
line with  liquor  potassa.*,  add  a  few  drops  of  a  strong  solti- 
tion  of  sodium  nitropru.ssid.  If  the  red  color  produced 
turns  purple  on  the  addition  of  a  few  drops  of  concentrated 
acetic  acid,  acetone  is  present. 

Diacetttria* — Diacetic  acid  is  found  in  the  urine  in  dia- 
betes ;  in  fevers;  and  after  the  use  of  certain  drugs — 
salicylic  acid  and  antipyrin. 

Test  for  Diacetic  Acid, — Aild  a  solution  of  ferric  chlorid  to 
urine  that  has  not  been  boiled.  If  diacetic  acid  is  present, 
a  Burgundy-red  color  develops. 

Oxybntytia. — Oxybutyric  acid  is  found  often  in  the 
urine  with  diacetic  acid.  /9-oxybutyric  acid  is  thought  to 
be  the  cause  of  <ii.ibetic  coma. 

Hematuria. — Hlood  in  the  urine.  The  chief  causal 
conditions  arc:  (l)  Traumatism;  (2)  acute  inflammation  of 
any  part  of  the  genito-urinar>'  tract — kidneys,  bladder, 
urethra;  (3)  calculi  in  the  bladder  or  kidney;  (4)  conges- 
tion of  the  kidneys  from  chmnic  heart,  lung,  or  liver  dis- 
ease; (5)  condiUons  seriously  affecting  tlic  blood,  such  as 
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ihc  Specific  fevers,  scurvy,  miliaria,  pernicious  anemia,  etc.; 
(6)  tumors  and  tubercle  <if  the  kidney  or  bladder ;  (7) 
varicose  veins  at  the  neck  of  the  bladder  {occasionally  seen 
in  old  persons);  (H|  vicarious  menstruation  (very  rare);  (9) 
parasites  in  the  genito-urinary  tract,  such  as  the  Filaria 
san^iiinis  honiinis  and  Distonia  haematobium. 

Diagnosis. — By  the  color  of  the  urine  and  by  microscopic 
and  spectroscopic  examination. 

Ih'lLrs  Test. — Hoil  the  urine  with  a  solution  of  caustic 
potash:  phosphates  are  precipitated,  vvhkh  assume  a  red 
color  from  the  freed  hematin. 

Source  of  the  Hemorrkage. — Urethra, — The  u  ri n e  fi rst 
passed  is  bloody,  and  the  other  symptoms  point  to  the 
urethra. 

lHaddtr. — Blcedinfj  often  at  the  end  of  micturition  and 
other  symptoms  point  to  the  bladder. 

Kidney. — Blood  intimiitely  mixed.  There  may  be  bluod- 
casts  or  clots,  and  the  other  symptoms  point  to  the  kidneys. 

HemoglobintU'ia. — Hlood-pij.,'mcnt  in  the  urine.  The 
chief  causal  conditions  arc — (l)  l^lood  disintegration  from 
acute  infections  (malaria,  typhoid  fever,  yellow  fever),  scurvy, 
purpura,  or  poisons  (potassium  chlorate,  carbolic  acid,  etc.); 
(2)  absorption  of  hemorrhagic  effusions  and  the  transfusion 
of  blood ;  (3)  some  cases  of  Raynaud's  disease.  It  occa- 
sionally results  from  exposure  or  overexertion  {paroxysmal 
heawi^lohinnriii ). 

Indicanuxia.^Indican,  or  indoxyl  sulphate,  is  a  product 
of  indol  derived  from  the  bacterial  decomposition  of  protcids 
in  the  intestine.  It  docs  not  color  the  urine,  but  by  oxida- 
tion it  is  converted  into  indigo-blue.  It  occurs — (1)  Fre- 
quently in  norma!  urine;  (2)  from  the  undue  retention  of 
material  in  the  small  intestine,  as  in  intestinal  obstruction, 
|xrritonitis.  and  obstinate  constipation;  (3)  in  carcinoma; 
(4)  in  purulent  inflammations. 

Tests  for  ludicatt. — Mix  equal  volumes  of  urine  and  fresh 
hydrochloric  acid,  and  add,  drop  by  drop,  a  fresh  concen- 
trated solution  of  chlorid  of  lime  (5  :  looo).  Indican  is 
indicated  by  the  appearance  of  an  indicjo-blue  color. 

Choltiria. — The  presence  of  bile-pigments  and  bile  acids 
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in  the  urine.  It  is  most  marked  in  obstructive  jaundice, 
but  il  may  also  occur  in  the  non-obstructive  U^x^w.  The 
urine  varies  from  a  greenish-yellow  to  a  dark-brown   color. 

Tests  for  Bile. — GuuliiCs  Test.  —  Allow  a  few  drops  of 
urine  and  u  few  drops  of  fuming  nitric  acid  to  come  together 
on  a  white  plate.  If  bile  is  present,  there  will  be  an  iri- 
descent play  of  colors — green,  blue,  violet,  and  red — at  the 
hnc  of  contact. 

Pettenkofcrs  Test. — Ackl  a  few  grains  of  cane-sugar  and 
a  drop  of  sulphuric  acid  to  the  suspected  urine  in  a  test- 
tube  ;  heat  gently,  and  if  bile  acids  are  present,  a  violct-red 
color  is  produced. 

Hays  Test, — If  a  very  small  amount  of  flowers  of  sulphur 
be  sprinkled  upon  the  surface  of  the  urine,  it  will  at  once 
begin  to  fall  to  the  bottom  if  the  slightest  traces  of  bile  are 
prtsml, 

Chyltiria. — Chyle  in  Uie  urine.  The  urine  presents  a 
milky  appearance.  The  emulsion  of  the  fat  is  so  complete 
that  microscopic  examination  rarely  reveals  distinct  oil- 
globulcs.  Ether  dissolves  the  fat  and  renders  the  urine 
clear.  Chylous  urine  is  often  slightly  pink  from  the  admix- 
ture of  blood.  The  chiff  cause  f>f  chyluria  is  the  obstruction 
of  the  lymphatic  ducts  by  the  Filaria  sanguinis  hominis. 

Pjruria, — Pus  in  the  urine.  It  results  (i)  from  suppura- 
tive inflammation  of  any  part  of  the  gcnito-urinary  tract, 
and  (2)  from  the  rupture  of  abscesses  into  the  tract. 

It  ap[>ears  as  a  dull,  grecm'sh-yellow  precipitate  that  is 
converted  into  a  clear  gelatinous  mass  by  the  addition  of 
liquor  potassa;.  It  can  always  be  detected  by  the  micro- 
scope. 

Source. — When  pus  is  from  the  kidney,  it  is  intimately 
mixed  with  the  urine ;  the  latter  has  an  acid  or  neutral 
reaction.  an<l  the  associated  symptoms  point  to  the  kidneys. 

When  the  pus  is  from  thtt  bladder,  it  is  not  so  intimately 
mixed  with  the  urine;  the  latter  is  often  alkaline  in  reaction, 
and  the  associated  symptoms  point  to  the  bladder, 

Bhrlich's  Diazo-reaction. — In  certain  diseases  Ihe 
urine  contains  aromatic  bodies  that  produce  a  characteristic 
color  with  sulpho-diazobeniol. 
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yVA-r».— Two  solutions  should  be  prrpoted  iiud  kept  in  separate  botUet : 
I.  Sul|>h(Uiil)C  ucid  ...  5.0  2.  Sodiiiin  iiitrilc  .   .    .       0.5 

Hydmcblonc  acid,    pure     50.0  UUlilIed  water     .    .  loo.o 

DiAlilled  water locx).0 

In  order  to  apjtly  the  test,  50  c.c.  uf  No.  1  are  added  lo  I  c.c.  of  No.  3. 
The  mixturr  ib  added  lu  the  unne  in  a  test-tube  in  the  proportion  of  half  urine 
ami  half  mixltire.  Une  c  c.  of  ammuuia-watcr  is  then  added  and  the  tesl-luLc 
ii  violently  bhakea.  ihc  reaction  m  \ioy,iuvc  only  when  the  rc^ukmg  froth 
acquires  a  rose-red  (not  brown)  color. 

The  diazo-reaction  is  commonly  present  In  typhoid  fever. 
Its  value  in  dta^MUJsis  is  lessened  by  its  frequent  occurrence 
in  tuberculosis,  measles,  pneumonia,  and  septic  diseases. 

FLOATING  KIDNEY. 
(Movable  Kidney;  Nephroptoais. ) 

Definition. — A  condilion  in  which  the  kidney  manifests 
a  high  degree  of  mobility. 

Etiology. — It  is  much  more  frequent  in  women  than  in 
men.  Ti*4ht  lacing,  frequent  pregnancies,  rapid  loss  of  Resh, 
and  overexertit>M  are  reputed  cauises.  Congenital  laxity  of 
the  perinephric  tissues  is  probably  the  chief  factor. 

Symptoms. — The  right  kidney  is  the  one  usually 
affected,  probably  from  its  relation  to  the  liver,  which  moves 
during  the  respiratory  acts.  The  kidney  may  be  found  in 
any  part  of  the  abdomen  as  a  movable  tumor,  renifonn  in 
shape,  somewhat  tender  tn  the  touch,  and  rarel)-  impaiting 
the  pulsation  of  the  renal  arterj'.  Not  infrequently  gastrop- 
tosis  and  enteroptosis  coexist. 

There  may  be  no  subjective  symptoms.  Tn  many  cases, 
however,  there  is  a  sense  of  discomfort  in  the  abdomen, 
accompanied  by  digestive  disturbance,  hysteric  manifesta- 
tions, and  hypochondiiasis.  Occasionally  painful  parox- 
ysms occur  simulating  renal  colic  (Dicll's  crises).  These 
have  been  attributed  to  engorgement  of  the  kidney  from 
twistin!::;  of  the  renal  vessels. 

Diagnosis. — The  rcniform  shape  of  the  tumor,  its  free 
mobilit)*,  its  stationary  size,  the  lessened  resistance  on  per- 
cussii^n  over  the  renal  region  of  the  affected  side,  and  the 
absence  of  cacliexia  will  .ser\'e  to  diagno.se  a  floating  kidney 
from  other  abdominal  tumors. 
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Treatment. — In  many  cases  regulation  of  the  diet,  the 
avoidance  of  undue  exertion,  and  the  application  of  a  broad 
abdominal  binder  will  suffice.  Wlien  the  distressing  symp- 
toms persist  and  prove  disabling,  nephrorrhaphy  (stitching 
the  kidney  to  the  posterior  abdominal  wall)  should  be  con- 
sidered. 

HYPEREMIA  OF  THE  KIDNEYS 
Varieties. — (i)  Active  hyperemia;  (2)  passive  hyperemia. 

ACTIVE  HYPEREMIA. 

Etiology. — It  may  be  due  to  exposure  to  cold;  to 
poisons  (cantharides,  turpentine,  copaiba,  etc.);  to  the  acute 
fevers  ;  or  to  preg^nancy. 

Pathology. — The  kidneys  arc  swollen,  red,  and  bleed 
freely  on  section.  Microscopic  examination  reveals  engorge- 
ment of  the  capillaries  and  cloudy  swelling  of  the  epithelium. 

Symptoms. — The  urine  is  scanty  and  may  contain  a 
small  amount  of  albumin  and  a  few  hyaline  casts.  There  is 
no  edcni.i 

Treatment. — The  patient  should  be  kept  in  bed  for  a 
few  days.  The  diet  should  consist  of  milk.  Wet-cups  and 
hot  apphcations  over  the  kidney  region  afford  relief.  Saline 
purges  and  vapor-baths  are  eflficacious, 

PASSIVE  HYPEREMIA. 

Ktiology. — It  is  most  commonly  caused  by  chronic 
heart  and  lung  diseases  which  impede  the  circulation.  It 
may  be  due  to  pressure  on  the  renal  veins  by  tumors,  ascitic 
fluid,  or  the  pregnant  uterus.  It  occasionally  results  from 
thrombosis  of  the  renal  veins  or  inferior  vena  cava. 

Pathology. — The  kidneys  arc  swollen,  firm,  and  of  a 
dark-red  color.  The  Malpighian  bodies  are  distinctly  visible. 
Long-standing  passive  congestion  leads  to  pigmentation 
and  to  hyperplasia  of  connective  tissue  {cyanotic  huhtratioft). 

Symptoms. — The  urine  is  scant)-,  dark,  and  of  high 
specific  gravity  {1030  to  10^5).  It  contains  a  small  amount 
of  albumin   and   often   a   few  hyaline  casts  and  a  {ovi  red 
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blood-cells.  Symptoms  of  the  primary  disease  which  has 
caused  the  general  venous  stasis  (dyspnea,  cyanosis,  and 
edema)  are  often  superadded.     Uremia  does  not  occur. 

Prognosis. — This  de|x;nds  upon  the  gravity  of  the  pri- 
mary (Ijseasc. 

Treatment.— The  patient  should  be  kept  at  rest.  The 
diet  should  consist  chiefly  of  milk  and  farinaceous  food. 
Dry  cupping  is  of  service.  As  a  diuretic,  infusioii  of  digi- 
talis (2  to  4  drams)  is  distinctly  useful.  Hydragogue 
cathartics  (salines  and  compound  jalap  powder)  may  be 
employed  as  adjuvants.  In  chronic  heart  disease  such  a  pi!l 
as  the  following  may  be  of  service: 

B-     ]^llvcrt5  digitalis 

Pulvnia  scilla- .    .   Aftgr,  xx 

Kxiracli  nucis  vomicic gr.  'v 

Ma>sje  fcrri  carU^nalu gr.  xxx. — M. 

Fiant  in  pilula.*  No.  xx, 

SIG. — Otic  pill  four  lime*  a  day. 

UREMIA. 

Definition. — The  name  applied  to  a  group  of  symptoms 
resulting  from  the  retention  of  poisons  in  the  blood  which 
should   have  been  eliminated  by  the  kidneys. 

Symptoms. — It  may  develop  slowly  or  abruptly  in  any 
form  of  nephritis,  and  may  be  manifested  by  any  of  the 
following  phenomena:  Headache,  vertigo,  delirium,  epilep- 
tiform convulsions,  coma,  sudden  blindness  (unassociated 
with  any  retinal  change),  and  transient  paralysis  from 
congestion  or  edema  of  the  brain  or  spinal  cord. 

Pulmonary  Sionptoms. — Dyspnea  (uremic  asthma),  Cheyne- 
Stokes  breathing. 

Oastro-lntestinal  Symptoms, — Hiccup,  obstinate  vomiting, 
and  purging. 

Gknoral  Symptoms. — The  skin  is  dry,  the  breath  has  a 
urinous  odor,  the  pulse  is  slow  and  often  of  high  tension, 
and  the  urine  is  scanty  or  suppressed.  The  temperature  is 
usually  normal  or  subnormal,  but  slight  fever  is  not  un- 
common. 

Diagnosis. — The  urinous  odor  of  the  breath,  the  scanty 
urine,  the   decreased    urea  excretion,   and  the   associated 
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symptoms  of  nephritis  will  usually  lead  to  a  correct  diag- 
nosis. The  differentiation  of  uremic  coma  from  other  forms 
of  coma  is  considered  on  page  376. 

Prognosis. — This  is  always  grave.  Recovery  is  pos- 
sible, ho\vcvcr,  even  after  the  most  severe  symptoms. 

Treatment. —  The  chief  indication  is  to  favor  elimination. 
Two  drops  of  croton  oil,  diluted  with  olive  oil  or  glycerin, 
or  J  grain  of  elateriuni,  should  be  given  at  once.  Sweating 
should  be  promoted  by  hot-air  or  vapor  baths  and  the 
hypodermic  administration  of  pilocarpin.  If  coma  or  con- 
vulsions appear,  and  the  patient  is  not  loo  feeble,  venesec- 
tion may  be  practised,  the  removal  of  from  1 5  to  20  ounces  of 
blood  sometimes  exerting  a  very  happy  effect.  In  children 
a  few  ounces  of  blood  may  be  abstracted  from  the  loins  by 
means  of  wet-cups. 

After  the  blood  has  been  withdrawn,  normal  saline  solu- 
tion may  be  injected  subcutaneously.  Rectal  irrigation 
with  hot  saline  solution  is  another  potent  measure.  Con- 
vulsions may  be  controlled  by  chloroform  inhalations  or 
by  an  enema  of  chloral  (|  to  I  dram).  Morphin  has  been 
recommended,  but  it  should  be  used  with  great  caution, 
especially  in  chronic  interstitial   nephritis. 


ACUTE  NEPHRITIS, 

(Acute  Bright' s  Disease ;  Acute  Tubular  Nephritis ;  Acute  Des. 

quamative  Nephritis ;  Acute  Parenchymatous  Nephritis ;  Acute 

Catarrhal  Nephritis.) 

Definition. — An  acute  inflammatory  disease  of  the  kid- 
ney, involving  especially  the  epithelium  of  the  tubules  and 
glomeruli. 

Etiology. — ^Thc  chief  causes  are:  (i)  Infectious  diseases, 
especially  scarlet  fever;  (2)  poisons  which  arc  eliminated 
through  the  kidneys,  such  as  cantharides.  turpentine,  etc.; 
(3)  exposure  to  cold  and  wet;  (4)  prej^nancy.  Inflamma- 
tory skin  diseases  and  extensive  bums  may  also  cause 
acute  nephritis. 

Pathology- — The  kidney  is  swollen  and  the  capsule 
non-adherent.     At  first  the  organ  is  brijjht  red  in  color;  it 
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sooa,  however,  becomes  pale  and  mottled  in  appearance^ 
although  the  Malpigliian  tufts  still  retain  their  dccp-reil  tint 

Histology, — Tlic  epithelium  of  tlic  tubules  and  glom- 
cruH  is  the  seat  of  cloudy  swclliiij^  and,  Inter,  of  fatty 
degeneration.  Desquamated  epithelium,  blood-corpuscles, 
and  an  albuminous  exudate  block  the  tubules.  The  capil- 
laries are  dilated,  their  walls  are  degenerated,  and  bloody 
extravasations  are  not  infrequently  seen.  Tlie  iiUerstitial 
tissue  is  more  or  less  infiltrated  with  leukocytes. 

Symptoms. — The  general  symptoms  are  moderate  fever 
and  its  a.ssociated  phenomena ;  dull  lumbar  pain  ;  nausea 
and  vomiting;  dropsy,  beginning  in  the  face  and  becoming 
general;  and  pronounced  anemia.  Uremic  symptoms  may 
develop  at  any  time. 

The  Urine. — The  urine  is  scanty  and  at  times  suppressed. 
It  is  smoky  in  appearance,  of  high  specific  gravity,  and  con- 
tains a  large  amount  of  albumin,  free  blood,  hyaline,  blood, 
and  epithelial  casts,  and  epithelial  cells.  Granular  casts 
may  also  be  found.     The  daily  secretion  of  urea  is  decreased. 

Diagnosis. — As  the  general  symptoms  are  often  slight, 
the  diagnosis  must  rest  on  the  examination  of  the  urine. 
The  liistory  and  the  absence  in  the  urine  of  wide,  highly 
fatty  casts  will  serve  to  distinguish  acute  nephritis  from  an 
acute  exacerbation  of  chronic  parenchymatous  nephritis. 

Prognosis. — Guardedly  favorable.  It  may  kill  by  ex- 
haustion, uremia,  or  edema  of  the  lungs.  It  may  become 
chronic.     The  average  duration  is  from  two  to  six  weeks. 

Treatment. — Absolute  rest  in  bed  for  from  four  to  si.\ 
weeks  is  imperative.  Milk  largely  diluted  with  carbonated 
water,  Vichy,  or  lime-water  is  the  best  food.  Beef-tea  and 
broths  should  be  interdicted. 

In  the  absence  of  any  direct  remedies  the  indications  are 
to  divert  the  blood  from  the  inflamed  kidneys,  to  lessen 
their  work  as  much  as  possible  by  increasing  the  action  of 
the  bowels  and  skin,  and  to  meet  the  symptoms  as  ihcy 
arise. 

At  the  onset,  if  there  be  pain  or  suppression  of  urine, 
dry  cupping,  or,  in  severe  cases,  wet  cupping  over  the 
region  of  the  kidneys  is  of  value.     Following  the  cupping 
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warm  poultices  may  be  applied  to  the  loins  with  advantage. 
Cantharides,  turpfuline,  or  similar  drugs  are  not  lo  be  used. 

The  bowels  should  be  kept  freely  opened  by  means  of 
daily  purges,  the  best  being  salines  in  concentrated  solu- 
tion and  compound  jalap  powder  (20  to  30  grains). 

Free  sweatinj^  is  very  useful  in  promoting  elimination  by 
the  skin.  It  may  be  effected  by  means  of  hot-water  baths, 
hot  packs,  vapor-baths,  hot-air  baths,  or  the  subcutaneous 
administration  of  pilocaqjin  {-^^  to  \  grain). 

Unirritating  diuretics,  like  digitalis  and  potassium  citrate 
or  acetate,  are  useful.  These  drugs  may  be  combined,  as  in 
the  following  formula : 


K.    I'otasaiii  aCcUlis.   ...  •    -    .'^'j 

iiifusi  (ligttalU (a'U'" 

StG. — A  tablesix>i>nful,  w«it  tiiiutcJ,  ihrice  daily. 


M. 


Excessive  dropsy  may  demand  puncture  of  the  swollen 
parts,  a  free  incision  at  the  outer  side  of  each  ankle,  or 
the  insertion,  beneath  the  skin,  of  delicate  silver  cannula; 
(Southey's  tubes).  Uremia  will  call  for  its  appropriate  treat- 
ment (see  p.  113).  After  the  acute  symptoms  have  sub- 
sided, iron  may  be  employed  in  the  form  of  Basham's 
mixture  (2  to  4  fluidrams)  to  combat  anemia. 


CHRONIC  PARENCHYMATOUS  NEPHRITIS, 
(dtronic  Catarrhal  Nephritis;  Large  White  Kidney.  1 

Gtiology. — It  ni.iy  follow  acute  nephritis  ur  it  maybe 
chronic  from  the  beginning.  Habitual  exposure,  abuse  of 
alcohol,  chronic  infections  (tuberculosis,  malaria),  and  pas- 
sive congestion  arc  predisposing  factors.  It  occurs  most 
often  hi'twcfn  the  ages  of  twenty'  and  fort\'. 

Pathology. — In  the  early  stages  the  kidney  is  enlarged 
and  of  a  yellowish  color.  The  capsule  strips  easily  {^arge 
u*hitt  kidnn'\  Microscopically,  the  epithelium  of  the 
tubules  and  Malpighian  bodies  shows  advanced  fatty  degen- 
eration. The  connective  tissue  is  somewhat  proliferated. 
Hemorrhagic  extravasations  are  fre<iuently  seen.  In  the 
second  stage  {fatty  coHtractiug  kidney)  the  organ  is  small 
and  pale;  its  surface  is  uneven,  and  its  capsule  is  somewhat 
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adherent.  The  reduced  size  depends  on  destruction  of  the 
renal  epithelium  and  the  contraction  of  the  overgrown  con- 
nective tissue. 

S3miptom8. — The  symptoms  usually  develop  insidiously 
and  consist  in  proc;jressivc  weakness,  marked  anemia,  dropsy 
(often  first  noted  in  the  fn^e  on  risiiij^'  in  the  rntunin^').  diges- 
tive disturbances,  and  sooner  or  later  a  moderate  degree  of 
cardiac  hypcrtroplu'  with  high  arterial  tension  and  accentua- 
tion of  the  second  aortic  sound.  Uremic  symptoms  may 
develop  at  any  time. 

The  Urine. — The  urine  is  usually  diminished  In  quantity, 
is  often  turbid,  is  of  rather  low  specific  gravity,  is  highly 
albuminous,  and  contains  wide  dark  granular  casts,  fatty 
casts,  waxy  casts,  and  fatty  epithelial  cells. 

Complications. — These  are  numerous  and  often  suggest 
the  diagnosis.  The  most  common  are  uremia,  extensive 
serous  effusion  into  the  tissues  or  serous  cavities,  latent 
inflammation  of  the  serous  membranes,  pneumonia,  valvular 
heart  disease,  albuminuric  retinitis,  apoplexy,  and  acute  ex- 
acerbations. 

Prognosis. — Unfavorable.  The  duration  is  from  a  few 
months  to  several  years. 

Treatment. — The  treatment  is  largely  dietetic  and 
hygienic.  Residence  in  a  drj*.  warm,  and  equable  climate 
serves  to  prolong  life.  Rest  is  an  essential  clement  in  the 
treatment.  The  underclothing  should  be  w  oollcn  or  silk. 
The  diet  should  be  non-nitrogenous,  and  in  severe  cases  an 
absolute  milk  diet  may  be  of  extreme  value.  Warm  baths 
with  friction  are  useful  in  promoting  free  action  of  the  skin, 
but  great  care  must  be  exercised  after  their  use  to  avoid 
chilling.  The  bowels  should  l>e  kept  active  by  natural 
mineral  waters  or  -s;iline  laxatives.  When  the  urine  is 
scanty',  digitalis,  caffein,  potassium  citrate,  or  theobromin 
may  prove  efficacious.  The  following  combination  some- 
times acts  happily  : 

R.     S|>arteinfle  siilphntis       p"   vj 

CafffiriajcitraLe gi.  nx^ 

l.iihii  iMfti/oali'*         sj  — M. 

Fiant  chArtuLc-  No.  xij. 

SlG, — One  powder  fuur  times  &  day. 
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Bashani's  mixture  is  often  useful  as  a  hcmatinic,  but  only 
small  doses  should  be  used.  Strychnin  and  the  simple 
bitters  arc  valuable  adjuvants  to  iron  in  many  cases.  Kx- 
cessivc  dropsy  will  call  for  hydra^^oj^ue  cathartics  (Hpsom 
salts,  compound  jalap  ])owdcr,  ur  claterium),  for  diaphoretics 
(hot-air  baths  and  pilocarpin),  and  perhaps  for  operative 
measures  (puncture  of  the  legs  and  scrotum,  insertion  of 
Southey's  tubes,  incisions  near  the  ankles,  aspiration  of 
serous  sacs).  Uremia  will  demand  special  treatment  (see 
p.  113);  acute  exacerbations  should  be  treated  as  primary 
attacks  of  acute  nephritis. 

CHRONIC  INTERSTITIAL  NEPHRITIS. 
(Red  Granular  Kidney;  Contracted  Kidney;  Gouty  Kidney.) 

Defimtion. — A  chronic  inflammatory  disease  of  the 
kidney  characterized  by  a  marked  overgrowth  of  its  con- 
nective-tissue elements,  and  almost  invariably  associated 
with   j:;eneral  arteriosclerosis  and  hyjxjrtrophy  of  the  heart. 

Etiology, — It  is  much  more  common  in  males  than  in 
females,  and  is  most  frequently  encountered  between  thej 
ages  of  forty  and  sixty.  It  is  sometimes  secondary  to 
parenchymatous  nephritis,  but  is  very  often  primary.  The 
chief  causes  are  gout,  chronic  rheumatism,  alcoholism, 
syphilis,  chronic  plumbism,  and  jxissive  congestion  from 
heart   disease. 

Pathology. — The  kidney  is  small  and  red  in  color.  The 
surface  is  granular  and  the  capsule  adherent.  The  organ  is 
firm,  cuts  with  difficulty,  and  on  section  often  reveals  small 
cysts  or  calcareous  deposits.  The  cortical  substance  is 
greatly  reduced  in  thickness.  Microscopic  examination 
shows  an  overgrowth  of  connective  tissue,  which  in  con- 
tracting has  partially  destroyed  the  glomeruli  and  narrowed 
the  lumen  of  the  tubules.  The  epithelium  also  is  more  or 
less  atrophied  and  degenerated.  The  arteries  throughout 
the  body  are  the  seat  of  sclerotic  changes,  in  consequence  of 
which  hypertrophy  of  the  heart,  especially  of  the  left  ventri- 
cle, has  resulted. 

Symptoms. — The  symptoms  develop  most  insidiously. 
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There  is  slow  loss  of  strength,  with  increasing  anemia. 
Gastric  disturbances  are  common.  Vascular  symptoms  arc 
prominent,  and  include  thickening  of  the  vessels,  high 
arterial  lension.  acceriLualiun  of  the  second  aortic  sound,  and 
hypertrophy  of  the  heart.  Dyspnea  is  present  in  the  late 
stages,  and  may  result  from  cardiac  weakness,  edema  of  tlie 
lungs,  or  uremia.  Headache,  vertigo,  and  insomnia  often 
result  from  the  disturbed  circulation  or  from  uremia.  Dim- 
ness of  vision  from  albuminuric  retinitis  is  a  serious  symp- 
tom. Dropsy  is  often  absent,  or  is  slight  and  late  in 
appearing.     Uremia  is  of  very  frequent  occurrence. 

The  Urine. — The  urine  is  very  copious  (80  to  150  ounces), 
pale  in  color,  of  low  specific  gravity, — 1005  to  1012, — and 
contains  but  a  trace  of  albumin  and  few  narrow  hyaline  or 
pale  j^ranular  casts. 

Complications. — Albuminuric  retinitis,  valvular  heart 
disease;  apoplexy  resulting  from  the  weakened  arteries  and 
large  heart,  uremia,  latent  inflammation  of  serous  mem- 
branes, pneumonia,  and  bronchitis. 

Diag^nosis. — Ohronic  parenchymatons  nephritis  usually 
occurs  in  younger  subjects  and  runs  a  shorter  course. 
There  is  decided  edema,  and  the  urine  is  decrea.sed  in  quan- 
tity and  contains  much  albumin  and  wide  fatty  casts. 

ProgpnosiS- — The  disease  is  incurable,  but  may  last  many 
years.  Tiie  possibility  of  uremia  occurring  suddenly  must 
be  borne  in  mind. 

Treatment. — The  dietetic  and  hygienic  treatment  is  that 
of  chronic  parenchymatous  nephritis.  Frequent  tepid  baths 
with  friction  of  the  skin  are  advantageous.  The  bowels 
should  be  kept  regular  with  mild  saline  cathartics  or  alka- 
line mineral  waters.  Nitroglycerin  ( (4^  to  ^  grain)  is  often 
useful  when  arterial  tension  becomes  excessive  and  causes 
headache,  vertigo,  palpitation,  and  dyspnea.  Basham's  mix- 
ture in  small  doses  (1  fluidram)  is  sometimes  of  service  when 
there  is  pronounced  anemia.  When  there  is  severe  insom- 
nia, bromids,  chloral,  paraldehyd,  and  trional  may  be  tried 
in  the  order  named.  Opium  should  be  avoided.  Heart- 
failure  with  low  arterial  tension  will  require  the  use  of  such 
stimulants  as  digitaUs,  strychnin,  cafTein,  and  alcohol. 
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AMYLOID  DEGENERATION  OF  THE  KIDNEY. 
(Waxy  Kidney  ;  LardaceouB  Kidney.) 

Etiology. — It  occurs  in  prolonged  suppurative  diseases, 
es|jecially  of  bones,  in  tuberculosis,  syphilis,  and  cachectic 
states. 

Pathology. — The  kidney  is  enlarged,  firm,  and  pale,  and 
on  section  may  present  a  waxy,  translucent  appearance. 
The  amyloid  areas  are  colored  mahogany-brown  by  the 
appUcation  of  Lugol's  solution  to  the  cut  surface.  Other 
organs,  especially  the  hver  and  spleen,  usually  share  in  the 
degenerative  process. 

On  microscopic  examination  the  walls  of  the  blood-ves- 
sels, especially  of  those  of  the  Malpighian  bodies,  are  found 
thickened  and  infiltrated  with  a  homogeneous  wax-like 
material  that  turns  pink  when  treated  with  gentian-violet. 
The  epithelium  is  often  fatty. 

Symptoms. — Most  patients  appear  badly  nourished  and 
anemic.  Dropsy  is  present  in  many  cases.  TJie  liver  and 
spleen  arc  usually  enlarged  from  the  same  cause.  Uremia 
is  very  rare. 

The  Urine. — The  urine' is  increased  in  quantity,  is  rich  in 
albumin,  and  is  of  low  specific  gravity.  Microscopically,  it 
contains  hyaline  and  waxy  tube-casts  and  degenerated 
epithelium. 

Diagnosis. — This  is  based  upon  the  history,  the  en- 
largement of  the  liver  and  spleen,  and  the  polyuria  with 
marked  albuminuria. 

Prognosis. — In  the  majority  of  cases  the  prognosis  is 
very  grave.  In  the  early  stages  an  arrest  of  the  process  is 
not  impossible  if  the  original  disease  can  be  cured. 

Treatment. — The  treatment  is  chiefly  that  of  the  pri- 
mary disease.  In  other  respects  it  must  be  purely  hygienic, 
dietetic,  and  symptomatic. 


PYELITIS. 
Definition. — Inflammation  of  the  pelvis  of  the  kidney. 
Etiology.— (1)  It  may  result  from  a  stone  in  the  pelvis 
of  the  kidney  (calculous  pyelitis).     (2)  It  may  be  secondary 
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to  urethritis  and  cystitis.  (3)  It  may  be  tuberculous  or 
canccrcjus.  (4)  It  may  be  excitcfi  by  irritant  diuretics — 
cantharides,  turpentine,  etc.  (5)  It  may  occur  in  the  course 
of  specific  fevers.  (6)  It  is  rarely  the  result  uf  exposure  to 
cold  and  wet. 

Pathology* — The  mucous  n^embranc  is  swollen,  in- 
jected, and  covered  with  desquamated  epithelium  and 
mucus  or  mucopus.  In  severe  cases  the  suppurative  in- 
flammation njay  extend  to  the  substance  of  the  kidney 
{pyeioncphritis).  In  calculous  and  tuberculous  pyelitis, 
especially  when  the  ureter  is  ^obstructed,  the  pelvis  of  the 
kidney  may  become  greatly  distended  from  the  accumula- 
tion of  pus  { pyofit'p/trosis).  In  such  cases  the  pus  is  occa- 
sionally discharged  into  the  perinephric  tissues,  and  ulti- 
mately even  into  the  colon  or  other  neitjhboring  organs. 

S3nnptomS- — In  simple  catankal  pytiitis  the  chief  symp- 
toms are  dull  pain  over  the  kidney  and  the  passage  of 
turbid,  acid  urine,  containing  mucus,  epithelial  cells,  and 
pus-corpuscles.  In  sciH're  suppuratiifc  casvs  the  kidney 
region  is  often  distinctly  painful  and  tender.  A  tumor  or 
swelling  can  sometimes  be  detected.  Symptoms  of  sepsis — 
irregular  fever,  profuse  sweats,  chills,  leukocytosis,  and 
pallor — are  frequently  present.  The  urine  is  usually  acid 
in  reaction  and  contains  more  or  less  pus,  mucus,  blood, 
albumin,  and  desquamated  pelvic  epithelium. 

Diagnosis. — In  cystitis  pain  is  referred  to  the  hypogas- 
tric region,  there  is  frequent  micturition  with  dysuria,  and 
the  urine  is  more  likely  to  be  alkaline  in  reaction  than  acid. 

In  perincphrltic  abscess  the  lumbar  swelling  is  usually 
more  circumscribed  ;  the  suj>erficial  tissues  are  often  edema- 
tous;  and  the  urine  is  free  from  [lus. 

Oalculous  Pyelitis. — Sharp  pain,  increased  by  jarring  move- 
ments, and  rejected  down  the  ureters,  and  the  presence  of 
much  blood  in  the  urine  point  to  calculous  pyelitis. 

Tuberculous  pyelitis  may  be  recognized  by  the  histon,',  the 
presence  of  tuberculous  foci  in  other  organs,  and  the  dis- 
covery of  tubercle  bacilli  in  the  urine.  The  tuberculin  test 
may  also  aid  in  the  diagnosis. 

Prognosis. — Mild  forms  resulting  from  exposure  or  the 
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specific  fevers  usually  recover  in  a  few  weeks.  In  suppura- 
tive pyelitis  the  prognosis  is  grave,  although  recovery  may 
occur  under  operative  treatment. 

Treatment. — The  patient  should  be  kept  in  beil  and 
placed  upon  a  milk  diet.  In  acute  cases  wami  applications 
are  useful.  Alkalis  and  alkaline  mineral  waters  are  of 
service.  Such  a  combination  as  the  following  may  be  pre- 
scribed : 

B*     Sodii  bromidi 

Sodii  bicarl>onati5    ....  ^a   gr.  clu 

Exlracti  lielladona.v    ...  -    .    .   gr.  it 

Extract!  btichu ,^i 

Syrupi  sarsa|>arill.'«  composiii .  q.  f .  ad  l^iv.^-M. 

SlC'.-^A  ttrupuoiiful  in  water  three  ur  fuur  tinic!»  a  day. 

Urotropin  (5  grain.s)  or  salol  (3  to  5  grains)  may  be  given 
for  its  antiseptic  effect.  Calculous  pyelitis  will  require  the 
treatment  indicated  for  renal  calculus.  In  suppurative  cases 
operative  interference  offers  the  only  hope  of  saving  life. 


NEPHROLITHIASIS. 

I  Renal  Calculufl;  Gravel.) 

Definition. — Renal  calculi  are  concretions  formed  in  the 
kidney  by  the  precipitation  of  various  solid  constituents  of 
the  urine. 

Btiology. — The  disease  is  more  common  In  males  than 
in  females.  Heredity  and  sedentary  habits  are  given  as 
predisposing  causes.  The  formation  of  stones  is  favored  by 
the  presence  in  the  urine  of  any  sparingly  soluble  substance 
in  excess.  Mucus,  blood,  pus,  or  epithelium  may  furnish 
the  nucleus. 

Pathology. — The  size  of  renal  concretions  varies  from 
that  of  coarse  sand  ("  gravel  ")  to  that  of  a  large  bean.  The 
most  common  forms  are  those  composed  of— (1)  Uric  acid 
and  its  compounds;  (2)  oxalate  of  lime;  (3)  phosphate  of 
calcium  and  of  ammoniomagncsium  phosphate.  Stones 
composed  of  xanthin  and  cystin  are  rare. 

Uric  acid  arc  the  most  c^-immon  calculi.  They  are  usually 
smooth,  of  a  reddish-brown  color,  and  comparatively  hard. 
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Oxalate-of-lime  calculi  are  very  hard,  of  a  darlc-brown  color, 
aiitl  uneven  (mulberry  calculi).  Phosphatic  calculi  are  gray- 
ish-white in  color,  soft,  and  mortar-like. 

Invents. — (I J  Small  particles  are  frequently  passed  with- 
out Serious  disturbance.  (2)  Larger  concretions  may  be 
extruded  with  intense  pain  (renal  colic).  (3)  Calculi  may 
remain  in  the  pelvis  and  excite  pyelitis  or  pyelonephritis. 
(4)  They  may  obstruct  the  ureter  and  cause  hydronephrosis 
or  pyonephrosis. 

Symptoms. — Pain  and  Undcrncss  in  the  kidney  region 
arc  common  symptoms.  The  pain  is  aggravated  by  rough 
motion,  ami  tends  to  radiate  along  the  ureter.  The  urine 
frequently  contains  hlood^  pus,  cpitltclium,  and  crystals  indi- 
cating the  nature  of  the  stone. 

Symptoms  of  Sepsis. — Irregular  fever,  chills,  sweats,  leu- 
koc)'tosis,  and  pallor  mark  the  occurrence  of  suppurative 
pyelitis.  Colic  is  excited  by  the  entrance  of  the  stone  into 
the  ureter. 

Renal  colic  is  characterized  by  intense  pain  radiating  from 
the  kidney  downward  into  the  groin,  thigh,  and  testicle. 
The  testicle  is  often  retracted.  There  arc  often  nausea, 
vomiting,  and  collapse.  After  such  an  attack  the  urine 
may  contain  blood  or  particles  of  stone. 

Diagfnosis. — In  biliary'-  colic  the  pain  radiates  to  the 
shoulder  ;  there  is  often  jaundice ;  the  gall-bladder  is 
usually  tender  and  enlarged;  the  urine  is  negative;  a  stone 
may  be  found  in  the  stools. 

Prognosis. — In  uncomplicated  cases  the  prognosis 
should  be  guardedly  favorable. 

Treatment. — This  should  be  directed  to  the  4inderlying 
diathesis.  In  cases  of  uric-acid  calculi  alkalis  and  alkaline 
mineral  waters  are  useful.  A  quart  of  water  containing  40 
grains  of  potassium  bicarbonate  and  20  grains  of  lithium 
citrate  may  be  taken  daily.  Special  remedies,  like  piperazin, 
lycetol,  and  virosin,  have  been  recommended  as  solvents, 
but  they  are  of  doubtful  value.  When  phosphatic  calculi 
are  present,  benzoic  or  boric  acid  (5  to  15  grains  thrice 
daily)  may  be  employed  in  a  similar  manner. 

Operation  (nephrolithotomy,  nephrotomy,  or  nephrectomy) 
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is  urgently  demanded  when  the  attacks  of  renal  colic  occur 
with  such  frequency  as  to  jirove  disablinj^,  when  there  are 
evidences  of  severe  pyehtis.  or  when  there  is  reason  to 
bcheve  that  the  calculus  has  become  permanently  impacted 
in  the  ureter. 

Renal  Colic. — The  indications  are  to  relieve  the  pain  and 
to  relax  the  spasm.  This  is  best  accomplished  by  hypo- 
dermic injections  of  morphin  and  atropin,  coupled  with  hot 
baths  cjr  local  applications — hot  poultices  or  fomentations. 
If  the  pain  is  extreme,  it  may  be  desirable  to  administer 
chloroform.  Simple  diluents  should  be  given  freely.  In 
mild  attacks  full  doses  of  phenacetin  or  anlipyrin,  with  an 
abundant  supply  of  hot  drinks,  may  suffice. 

HYDRONEPHROSIS. 

Definition. — Dilatation  of  the  pelvis  of  the  kidney  by 
retained  secretion. 

Stiolo£7. — The  chief  causes  are:  (i)  Congenital  stric- 
ture of  the  ureter  1 2)  Impaction  of  a  calculus  in  the  ureter. 
(3)  Abdominal  tumors  compressing  the  ureter.  (4)  Tu- 
mors growing  within  the  urinary  passages.  (5)  An  inflam- 
matory stricture  of  the  ureter  or  urethra. 

Pathology. — The  pelvis  reveals  all  grades  of  distention. 
In  extreme  cases  it  may  contain  several  quarts  of  fluid, 
which  is  at  first  urinous,  but  later  thin  and  watery.  There 
is  more  or  less  atrophy  of  the  renal  tissue. 

Symptoms. — Slight  distention  yields  no  symptoms.  In 
other  cases  a  tumor  slowly  develops  in  the  region  of  the 
aflectcd  kidney.  On  palpation  it  is  elastic,  and  perhaps 
fluctuating;  on  percussion,  dull;  and  on  aspiration  it  yields 
a  clear  fluid,  which  usually  contains  urea  and  uric  acid. 

Diagnosis. — This  should  be  based  on  the  history,  the 
exclusion  of  other  abdominal  enlargements,  and  the  chemical 
analysis  of  the  fluid  obtained  by  aspiration. 

Prognosis. — When  the  disease  is  unilateral  and  the 
other  kidne)^  secretes  a  normal  amount  of  urine  containing 
a  normal  amount  of  urea,  the  prognosis  is  guardedly  favor- 
able. The  disease  may  end  fatally  in  consequence  of  rup- 
ture into  the  peritoneum  or  of  secondary  pyonephrosis. 
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Treatment. — Large  accumulations  will  demand  surgi- 
cal treatment ;   small  ones  should  not  be  disturbed. 

TUBERCULOSIS  OF  THE  KIDNEY. 

Etiolog^y. — The  etiology  of  renal  tuberculosis  is  that  of 
tuberculosis  in  general.  Males  arc  more  frequently  attixcked 
than  females.  The  majority  of  cases  are  encountered  be-* 
tween  the  ages  i)f  twent}^  and  forty  years. 

Pathology. — Two  forms  of  renal  tuberculosis  have 
been  recognized — tlie  miliaiy  and  the  caseous.  The  former 
is  nearly  always  bilateral,  is  an  acute  process,  and  is  gen- 
erally unmistakably  secondary  to  tuberculosis  elsewhere  in 
the  body.  The  caseous  variety  runs  a  chronic  course;  it 
usually  begins  a-s  a  unilateral  affection,  although  the  other 
organ  is  commonly  ultimately  involved,  and  a  primaiy 
focus  may  or  may  not  be  apparent  in  some  other  structure. 

Symptoms. — The  chief  symptoms  are:  pain  in  the  lum- 
bar region,  usually  dull,  but  sometimes  sharp,  like  that  of 
renal  colic;  tenderness  on  pressure;  slight,  irregular  fever, 
and  more  or  less  cachexia.  The  urine  is  usually  acid  in 
reaction,  and  may  contain  pus,  blood,  albumin,  tubercle 
bacilli,  cheesy  particles,  and  debris.  Tube-ca.sts  arc  rarely 
found.  In  many  cases  enlargement  of  the  affected  organ 
can  be  detected  by  bimanual  palpation. 

Diagnosis. — Calculous  Pyelitis. — In  this  condition  pain 
is  U'^ually  more  severe  and  nn>re  apt  to  be  affected  by 
movement.  Hematuri.i  is  more  profuse,  and  is  often  ex- 
cited by  exertion.  Cachexia  is  not  so  marked,  and  there 
are  no  tubercle  bacilli  in  the  urine.  The  luberculin-test  and 
the  Rontgen  ravs  may  aid  in  the  diagnosis. 

Prognosis.^AKvays  grave.  VVitiiout  intervention  the 
duration  is  from  a  few  months  to  three  years. 

Treatment. — When  the  renal  disease  appears  to  be 
primary  and  the  patient's  strength  will  permit,  nephrectomy 
should  be  recommended.  The  mortality  in  operative  cases 
has  been  about  28  per  cent  In  other  cases  the  treatment 
must  of  necessity  be  palliative. 
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DISEASES  OF  THE  BLOOD  AND  THE 
DUCTLESS   GLANDS. 


NORMAL  BLOOD. 

In  health  the  blood  amounts  to  about  one-thirteenth 
)f  the  body-weight.  Normally  there  arc  approximately 
5,000,000  reii  l>Iooi!-corpuscles  in  the  cubic  millimeter. 
This  number  is  temporarily  diminished  during  menstrua- 
tion, gestation,  lactation,  and  fati«;ue,  and  after  the  ingestion 
of  much  fluid.  Fasting  and  profuse  sweating  increase  the 
lumber  of  red  cells  by  concentrating  the  blood.  In  the 
'first  few  days  of  life  the  number  in  a  cubic  millimeter  may 
be  7.000.000  to  X.ooo.ooo.  In  high  altitudes  the  number  is 
also  increased.  Tliere  are  from  5000  to  10,000  white  cells 
in  the  cubic  millimeter,  the  ratio  of  white  to  red  cells  being 
about  I  to  500.  The  number  of  blood-plates  is  from 
200.000  to  300.000. 

EXAMINATION  OF  THE  BLOOD. 

A  clinical  study  of  the  blood  has  for  its  object  the  deter- 
mination of  the  percentage  of  hemoglobin,  the  specific 
gravity,  the  alkalinity,  tlie  number,  form,  and  relative  pro- 
portion of  llie  various  cf»rpuscles.  and  the  detection  of  free 
pigment,  bacteria,  and  animal  parasites. 

Estimation  of  Hetnoglobin. — Tlie  percentage  of 
hemoglobin  may  be  determined  by  either  Flcischl's  or 
Gowers'  apparatus,  although  the  former  is  preferable. 

Gtni'trs*  //t'ft/i^ij-MifwfftcftT consii^is  o( — (1)  A  small  sealed 
[tube  containing  coloring-matter  representing  the  color  of 
^normal  blood  diluted  with  100  parts  of  water;  (2)  an  empty 
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tube  of  the  same  size,  graduated  up  to  120  per  cent;  (3)  a 
small  bottle  with  a  pipet  stopper,  for  distilled  water;  (4)  a 
capillai")'  pipet  for  nieasuiing  20  cm.  of  blood;  and  (5)  a 
small  lancet.  To  obtain  a  specimen  of  blood  the  tip  of  the 
finger  or  the  lobe  of  the  car,  after  being  thoroughly  cleansed, 
is  deeply  pricked  with  the  lancet,  so  thai  the  blood  flows 
freely  without  sc|ueezin^  ;  20  cm.  of  blood  are  then  drawn 
into  the  capillar)-  piix;t,  and  are  immediately  blown  into  the 
graduated  tube,  in  which  have  been  previously  placed  a  few 
drops  of  distilled  water  to  prevent  coagulation.  After 
shaking  the  mixture  to  secure  diffusion  of  the  bloody  more 
distilled  water  is  cautiously  added,  with  occasional  shaking, 
until  tile  tint  in  the  sealed  tube  is  reached.  The  height  of 
the  column  of  the  fluid  in  the  graduated  tube  will  indicate 
the  jiercentage  of  hemoglobin. 

Ficischrs  instntmcnt  consists  of  a  mctd  stand  with  a  cir- 
cular aperture  in  the  center,  mider  which  is  placed  a  re- 
flector made  of  plaster-of- Paris.  The  aperture  is  fitted  with 
a  small  cell  having  a  glass  bottom,  and  divided  into  two 
equal  compartments.  A  graduated  wedge  of  colored  glass 
is  employed  as  a  standard,  the  ic»  on  the  scale  being  in- 
tentled  to  represent  the  percentage  of  hemoglobin  in  normal 
blood.  This  wedge  of  glass  is  so  arranged  that  when 
moved  under  the  stand,  one  compartment  of  the  cell  will 
receive  white  light  from  the  reflector,  and  the  other,  red 
light  from  the  tinted  glass.  A  small  capillar)'  tube  is  held 
over  a  drop  of  blood  until  filled,  and  is  then  washed  in  one 
of  the  compartments  of  the  cell,  in  which  has  been  pre- 
viously placed  some  distilled  water.  Both  compartments 
are  then  equally  filled  with  water,  and  the  wedge  of  glass  is 
moved  by  means  of  a  thumb-screw  until  the  tints  in  the  two 
chambers  are  exactly  the  same,  when  the  percentage  of 
hemoirlobin  may  be  read  off. 

In  the  examination  it  is  necessar>-  to  use  artificial  light. 
The  too  mark  on  the  scale,  which  is  intended  to  represent 
the  percentage  of  hemoglobin  in  normal  blood,  is  too  high 
for  the  average  person,  85  or  90  jxjr  cent,  rarely  being  ex- 
ceeded. 

The  Specific  Gravity  of  the  Blood.— The  specific 
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gravity  of  the  blood  in  health  varies  from  1050  to  1070.  In 
grave  anemia  it  is  often  considerably  diminished.  Mam- 
merschlag'.s  method  consists  in  expelling  a  drop  of  blood 
into  a  mixture  of  chloroform  and  benzol,  one  or  the  other 
of  these  substances  benig  subbet|Uent]y  added  until  the  drop 
neither  rises  nor  falls.  The  specific  gravity  of  the  mixture 
may  then  be  ascertained  in  the  usual  way.  Lloyd  Jones 
employs  mixtures  of  glycerin  and  water  of  different  densi- 
ties, and  notes  the  specific  gravity  of  the  mixture  in  which 
the  blood-drop  remains  slalionaiy. 

Alkalinity  of  the  Blood.— The  alkalinity  of  the  blood 
may  be  determined  by  titrating  with  a  standard  solution  of 
acetic  acid  until  a  change  of  color  is  produced  when  a  drop 
is  placed  on  a  plaster-of- Paris  plate  impregnated  with  neutral 
litmus. 

Enumeration  of  Red  Blood-corpuscles.— The  bc^t 
instrument  for  blood  counting  is  the  hemocylometer  of 
Thoma-Zeiss.  This  consists  of  a  glass  slide  in  the  center 
of  which  is  a  cell  ^  mm.  in  depth.  The  floor  of  the  cell  is 
divirled  into  400  small  squares,  each  of  which  has  an  area 
of  j-Jij-  square  millimeter.  These  small  <:quares  arc  grouped 
into  sets  of  16  by  a  series  of  additional  vertical  and  hori- 
zontal lines  bisecting  each  fifth  column  of  squares.  As  the 
depth  of  the  cell  from  the  cover-glass  is  -^^  mm.,  the  cubic 
contents  of  each  small  square  is  jtj^  cm. 

The  blood  is  mixed  in  a  niiintii^cuf — that  is.  a  capillar)' 
tube  one  extremity  of  which  is  blown  into  a  bulb  having  a 
capacity  of  100  cm.  The  melangeur  is  marked  at  0.5.  I, 
and  ID  I.  A  drop  of  blood  issuing  from  a  prick  of  the 
finger  is  sucked  cautiously  into  the  tube  exactly  to  the 
mark  0.5,  The  point  of  the  tube  is  quickly  wiped  dr>'^  and 
immersed  in  the  diluting  fluid  (2.5  per  cent.  soluti«ni  of 
potassium  bichromate  or  Tojson's  fluid  *).  which  is  tirawn 
up  to  the  loi  mark.  The  instrument  is  now  shaken  to 
secure  diffusion  of  the  blood.  The  diluting  fluid  remaining 
in  the  stem  of  the  melangeur  is  now  blown  out,  and  a  drop 
of  the  mixture  placed  upon  the  middle  of  the  boitonj  of  the 

'  Methyl-violet,  5  B,  0.02$  gm.;  s<Klium  chtorid.  I  v;ni. ;  [^rr  so<liuin  iiul- 
pliHfe,  8  ^n\. ;  neutral  glyceriiit  30  c.c. ;  <li«ililled  wnier.  t6o  c.c. 
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divided  cell.  The  drop  in  the  cell  should  be  free  from  bub- 
bles, and  the  cover-glass  so  adjusteil  that  concentric  lings 
of  color  appear  at  the  points  of  contact  between  the  cover- 
glass  and  tlie  glass  plate.  Before  counting,  a  iey\'  minutes 
should  be  allowed  for  the  corpuscles  to  settle  to  the  bottom 
of  the  cell.  The  number  of  corpuscles  is  then  counted  in 
400  .small  stjuares.  To  av(»itl  repetitiim  in  counting:;,  cot- 
pusclcs  on  the  upper  and  left  boundary-lines  should  be 
counted,  but  those  on  the  lower  and  right*  boundarj'-Iines 
should  be  disregarded.  The  number  of  corpuscles  in  each 
cubic  millimeter  of  blood  is  determined  by  multiplying  the 
number  of  corj>uscles  counted  by  the  degree  of  dilution 
(200)  and  again  by  the  cubic  contents  of  each  square  (4000), 
and  then  dividing  the  product  by  the  number  of  squares 
counted  (400).  Thus,  if  2000  corpuscles  were  counted  in 
400  squares,  the  number  of  corpuscles  in  each  cubic  milli- 
meter would  be  4,000.000  — 


I 

I 


2000  X  200  X  4000 
400 


4.000.000. 


After  using,  the  m^langeur  should  be  carefully  washed 
water,  alcohol,  and  ether. 

Enumeration  of  White  Blood-corpuscles.— For 
counting  the  white  blood-cells  a  melangeui  should  be  used 
which  allows  a  dilution  in  the  proportion  of  i  :  10  and  an 
aqueous  0.5  |ier  cent,  solution  of  acetic  acid.  tt>  which  may 
be  added  a  little  mclliyl-violet,  should  be  selected  as 
a  diluting  fluid.  The  red  cells  disappear  in  this  solution, 
and  the  white  cells  remain  and  arc  readily  counted.  The 
latter  should  be  counted  in  800  small  squares.  The  num- 
ber of  leukocytes  in  each  cubic  millimeter  is  then  determined 
by  multiplying  the  whole  number  counted  by  4000,  and 
again  by  10,  and  dividing  by  800. 

The  Study  of  the  White  Blood-corpuscles.— In 
normal  blood  the  following  forms  of  k-ukocytes  maj-  be 
recognized. 

I.  Small  Lymphocytes, — These  arc  small  cells  about  the 
size  of  the  red  blnod-corpu.scles.  The  nucleus  is  very  large 
and  spheric,  and  sUiins  intensely  with  basic  stains  (methylene- 
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blue).  With  Ehrlich's  triacid  mixture  the  nucleus  is  pale. 
The  narrow  rim  of  protoplasm  surrounding  tlie  nucleus  is 
non-cjranular  (hyaline).  Small  lymphocytes  constitute  from 
25  to  35  per  cent,  of  all  leukocytes. 

2.  Lsuge  LTmphocytes. — These  cells  resemble  those  just 
described,  but  ihey  are  considerably  larger.  The  nucleus 
is  relatively  not  so  large,  and  stains  less  deeply.  In  some 
form  the  nucleus  is  more  or  less  bent  or  indented  (transi- 
tional leukocytes).  Normally,  larj^e  lymphocytes  make  up 
from  5  to  10  per  cent,  of  tlie  blood-corpuscles. 

Polymorphonuclear  Neutrophiles. — These  cells  are  some- 
what smaller  than  larj^e  lymphocytes,  and  are  actively  ame- 
boid. The  nucleus  appears  to  be  divided  into  two  or  more 
segments  and  stains  deeply.  The  protoplasm  is  studded 
with  fine  granules,  which  do  not  stain  well  with  either  simple 
basic  stains  (methylene-blue)  or  simple  acid  stains  (eosin). 
With  Ehrlich's  triacid  mixture  the  granules  are  colored 
violet  and  the  protoplasm  pale  pink.  Neutrophiles  make 
up  from  60  to  70  per  cent,  of  the  white  cells  of  normal 
blood. 

Eoainophiles. — These  resemble  the  polymorphonuclear 
neutrophiles,  but  are  more  irregular  in  outlmc,  and  the 
granules  are  larger,  more  highly  refractive,  more  loosely 
attached,  and  have  a  special  affinity  for  acid  stains  (eosin). 
Eosinophiles  make  up  from  i  to  4  per  cent,  of  the  leukocytes. 

Uast-cells  (Basophiles). — These  cells  have  a  lobulated 
nucleus.  The  protoplasm  is  studded  with  granules  having 
an  intensely  basic  reaction.  These  granules  remain  un- 
stained with  Ehrlich's  triacid  mixture,  but  with  methylene- 
blue  they  stain  deep  blue.  Mast-cells  are  only  occasionally 
encountered  in  normal  blood. 

In  disease,  additional  forms  are  sometimes  found.  Thus 
in  leukemia  large  cells  are  found  which  are  non-ameboid 
and  which  have  a  single  round  or  oval  nucleus  imbedded  in 
protoplasm  containing  neutrophilic  granules.  These  have 
been  termed  myelocytes. 

With  the  aid  of  a  one-twelfth  inch  oil-immersion  lens 
large  and  small  leukocytes  can  readily  be  distinguishetJ  in 
preparations  of  fresh  blood,  but  to  study  satisfactorily  the 
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various  forms  it  is  necessaiy  to  dry  and  then  stain  the  speci- 
men, 
The  Drying  and  Staining  of  Blood. — A  small  drop 

of  bk)0(I,  secured  by  pricking  the  finder,  is  spread  into  a 
fihn  by  beinj^  pressc(i  between  two  pcifcctly  clean  cover- 
glasses,  which  are  then  drawn  apart  and  exposed  to  tlie  air 
until  dry.  The  cover-glasses  should  be  handled  with  for- 
ceps, since  the  moisture  of  the  fingers  distorts  the  corpuscles. 
The  preparation  is  fust  "fixed"  by  heating  on  a  copper 
bar  for  from  one-half  to  one  hour  at  a  temperature  of  from 


^^ 
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Fig.  7.— Btood  in  lienomi'dullary  leukemia,  sfaowinK  several  mononuclear 
ncuirophilcs  (myelocytes),  one  polymorphonuclear  neutrophile,  and  nn  eosino- 
phile ,  A  nuclc.iicd  rerl  cor|»usrlc  ^nd  a  tymphocyle  are  seen  tn  ihe  1ow<t  pari 
of  Ihe  illiistnitton-  SlaJncd  wilh  Ehrlich's  triple  mixture  (from  Slcogrl's  Texf' 
Hook  a/  PathoL\t,y). 

100°  to  iio^C^or  by  immersing  for  from  five  to  fifteen 
minutes  in  a  mixture  of  equal  parts  of  absolute  alcohol  and 
ether. 

A  convenient  method  of  staining  is  the  one  suggested  by 
Stengel.  The  fixe<l  preparation  is  immersed  for  a  few 
minutes  in  a  1  |X'r  cent,  solution  of  eosin  in  60  per  cent, 
alcohol,  to  which  has  been  added  an  equal  quantity  of 
water  at   the   time  of  staining.     The  cover-glass  is    then 

I  washed  in  water  and  countcrstained  in  Dclaficld*s  hema- 
toxylin for  a  minute,  and  finally  washed,  dried,  and  mounted. 
The  eosinophile  granules  are  dark  red,  the  red  corpuscles 
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lighter  red,  and  the  nuclei  of  the  leukocytes  almost  black. 
Ehrlichs  tnacid  mixture  (mclhyl-frrecn,  Orange  G,  and 
acid-fuchsin)  makes  an  excellent  stain.  The  film  should 
be  fixed  by  heat  and  Hooded  witli  the  stain.  After  the  lapse 
of  from  five  to  cij^ht  minutes  the  stain  should  be  washed  off 
in  running  water  and  the  fihn  dried  by  gentle  heat  and 
mounted  in  xylol  balsam.  With  tliis  stain  the  red  cells  are 
tinged  orange,  the  nuclei  of  the  leukocytes  greenish-blue, 
the  neutrophile  granules  violet,  the  eosinophile  granules  red, 
the  nuclei  of  normoblasts  purple,  and  the  nuclei  of  macro- 
blasts  greenish-blue. 

PLETHORA. 

An  increase  in  the  whole  quantity  of  blood.  It  is  very 
doubtful  whether  such  a  condition  can  be  more  than  tran- 
sitory. 


HYDREMIA, 

An  excess  of  water  in  tlie  blood.  As  a  loss  of  corpuscular 
elements  is  generally  replaced  by  the  addition  of  water 
extracted  from  the  tissues,  most  anemias  are  associated  with 
hydremia.  The  condition  is  more  marked  in  general  dropsy. 
Temporary  hydremia  is  produced  by  the  excessive  ingestion 
of  fluids. 

ANHYDREMIA. 

A  deficiency  of  fluid  in  the  blood.  It  is  observed  in 
starvation,  immediately  after  hemiirrhage,  and  after  copious 
discharges,  as  in  cholera. 

MELANEMIA. 

A  condition  in  which  free  pigment  granules  occur  in  the 
blood.  It  is  met  with  in  malaria  and  certain  other  fevers, 
and  occasionally  in  melanosarcoma  and  in  Addison's  dis- 
ease. The  pigment  may  be  found  in  the  plasma  or  in  the 
leukocytes. 

POLYCYTHEMIA. 

Polycythemia,  or  an  increase  in  the  number  of  red  cells, 
is  an  apparent   condition   in    blood  taken    from   cyanosed 
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parts.  It  is  observed  temporarily  in  the  new-born,  in  re- 
cover)'' from  certain  anemias,  after  transfusion  of  blood,  and 
in  blood  concentrated  by  excessive  discharges.  Marked 
polycythemia  is  sometimes  produced  by  residence  in  high 
altitudes  and  by  certain  poisons,  such  as  phosphorus  and 
carbon  monoxid. 

MICROCYTOSIS  AND  MACROCYTOSIS. 

Microcytosis  and  macrocytosis  are  conditions  in  which 
the  red  cells  are  respectively  diminished  and  increased  in 
size.  They  may  occur  in  any  form  of  severe  anemia,  but 
they  are  especially  marked  in  pernicious  anemia. 

POIKILOCYTOSIS. 

Poikilocytosis,  a  condition  in  which  the  red  cells  are 
irregular  in  shape,  is  common  in  grave  anemias,  especially 
pernicious  anemia. 

NUCLEATED  RED  CELLS. 

Nucleated  red  cells  (er>*throblasts)  are  divided  into  three 
forms — normoblasts,  macroblasts,  and  microblasts.  The 
first  resemble  in  size  and  color  a  normal  red  cell,  the  sec- 
ond are  larger,  and  the  third  smaller.  Nucleated  red  cells 
arc  not  found  normally  in  the  circulating  blood;  they  are 
present,  however,  in  grave  forms  of  anemia. 

LEUK0CYTC3SIS. 

Leukocytosis,  or  hyperlcukocytosis.  is  an  increase  in  the 
number  of  white  ceils,  especially  of  the  polymorphonuclear 
forms,  in  the  peripheral  blood.  It  occurs  physiologically 
in  the  new-born,  during  digestion,  in  pregnancy,  parturition, 
and  after  heavy  exertion,  cold  bathing,  and  massage. 

Pathologic  leukocytosis  is  observed  in  the  following  con- 
ditions :  (1)  Inflammation.  There  is  an  absolute  increase  In 
the  polymorphonuclear  neutrophiles.  (2)  Infectious  diseases. 
Most  infections  excite  leukocytosis,  but  the  condition  is 
usually  wanting  in  typhoid  fever,  malaria,  measles,  influenza, 
and  miliary  tuberculosis.     In  any  infection  in  which  the  tox- 


EOSINOPfflUA'-OL/COCHffOMEAfrA,  1 53 

emia  is  intense  or  the  resistance  of  the  individual  Is  slight, 
leukocytosis  may  be  wanting.  (3)  Malignant  disease,  when 
sufficiently  extensive.  (4)  After  hemorrhage.  (5)  After  the 
administration  of  ctrtain  drugs,  sucli  as  pilocarpin,  anti- 
pyrin.  salicylates,  crgotin.  and  tuberculin.  (6)  In  certain 
autointoxications,  such  as  gout  and  uremia. 

EOSINOPHILIA. 

A  relative  or  absolute  increase  of  the  eosinophiles  occurs 
in  certain  diseases  caused  by  animal  parasites,  such  as 
trichiniasis,  filariasis,  and  ankylostomiasis ;  in  bronchial 
asthma,  in  osteomalacia,  and  in  certain  skin  diseases,  notably 
in  pemphigus,  eczema,  psoriasis,  and  dertnalitis  herpetiformis. 

LEUKOPm^41A.  OR  HYPOLEUKOCYTOSIS. 

Leukopenia,  or  hypolcukocytosis,  is  the  name  applied  to 
a  deficiency  in  the  number  of  leukocytes.  It  occurs  in 
certain  infections,  particularly  in  those  that  do  not  produce 
leukocytosis,  such  as  typhoid  fever,  malaria,  and  miliary 
tuberculosis;  also  in  pernicious  anemia  and  inanition. 

LIPEMIA. 

Lipemia,  the  presence  in  the  blood  of  minute  fat-globules, 
may  be  noted  in  health.  Abnormal  quantities  of  fat  may 
be  found  in  the  blood  in  diabetes,  chronic  nephritis,  alcohol- 
ism, and  pulmonary  tuberculosis. 

PARASITES  IN  THE  BLOOD. 
The  following  parasites  have  been  detected  in  the  blood  : 
Filaria  sanguinis  hominis,  hematozoan  of  malaria,  spirillum 
of  relapsing  fever,  pneumococcus,  bacillus  of  anthrax,  typhoid 
fever,  tetanus,  tuberculosis,  influenza,  leprosy,  glanders, 
bubonic  plague,  malignant  edema,  and  diphtheria  ;  the  strep- 
tococcus, staphylococcus,  meningococcus,  gonococcus,  tiy- 
panosoma.  and  colon  bacillus. 

OUGOCHROMEMIA. 

Oligochromcmia,  or  deficiency  of  hemoglobin,  is  usually 
proportionate  to  the  reduction  in  the  number  of  red 
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but  there  are  two  exceptions,  namely,  in  chlorosis,  in  which 
disease  the  red  cells  may  be  reduced  only  20  or  30  per 
cent.,  while  the  hcmo|^lobin  may  be  reduced  50  or  60  per 
cent.,  and  in  pernicious  anemia,  in  which  disease  the  blood- 
count  is  very  low,  while  tlie  corpuscles  are  relatively  rich  in 
hemoglobin. 

The  color-index  represents  the  relation  between  the  num- 
ber of  cells  and  the  quantit}'  of  lienioglobin.  In  a  patient 
having  2,500,000  red  cells  per  cubic  millimeter  (50  per  cent.) 
and  40  per  cent,  of  hemoglobin,  the  color-index  would  be 
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OUGOCYTHEMIA, 


Ohgocythemia,  a  diminution  in  the  number  of  red  cells, 
occurs  in  ail  forms  of  anemia,  but  it  is  especially  marked  in 
pernicious  anemia  and  in  advanced  malif^nant  disease,  where 
the  number  may  fall  below  1,000,000  in  a  cubic  millimeter. 

ANEMIA, 

Definition. — A  deterioration  of  the  blood,  with  altered 
relations  of  the  fluid  and  solid  parts  (Stengel). 

Varieties. — (1)  Secondary  anemia;  (2)  primar)'  anemia. 

Sj^mptoms. — Anv  forms  of  anemia  may  present  the  fol- 
lowing s)-mptoms :  Pallor  of  the  skin  and  mucous  mem- 
branes, loss  of  strength,  and,  in  severe  cases,  febrile  parox- 
ysms. 

Circulation. — A  full,  rapid  pulse,  unnatural  pulsation  of 
the  cer\'ical  vessels,  palpitation  of  the  heart,  a  hemic  mur- 
mur, a  hum  over  the  jugular  vein,  and  slight  dropsy,  be- 
ginning in  the  feet.  In  severe  forms  there  may  be  ecchy- 
moses  and  bleeding  from  mucous  membranes. 

Bespiration. — Hurried  breathing. 

Digestion. — Dyspepsia. 

Nervous  System. — Headache,  vertigo,  disturbed  sleep, 
neuralgic  pains,  and  tendency  to  syncope. 
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SECONDARY  ANEMIA. 

Definition. — A  secondary  anemia  is  one  that  is  symp- 
tomatic uf  Nome  conspicuous  underlying  condition. 

Etiology, — Secondary  anemia  usually  results  from  one 
of  three  causes:  (i)  Insufficient  nutriment  entering  the 
circulation  (inadequate  food,  chronic  gastritis,  cancer  of 
the  pylorus,  etc.).  (2)  Kxcessive  demands  upon  the  blood- 
making  organs  (overwork,  hemorrhage,  chronic  diarrhea, 
etc.).  (3)  Action  of  parasites  or  toxic  agents  (malaria,  lead, 
syphilis,  uremia,  etc.). 

The  anemia  produced  by  the  presence  in  the  bowel  of 
the  Ankylostomum  duodenalc  arid  Bothriocephalus  latus 
may  he  diiL'  to  poisons  generatetl  by  these  parasites. 

Symptoms. — In  addition  to  the  ordinary  phenomena  of 
anemia  the  bU»od-count  reveals  a  decrease  in  the  number 
of  red  cells  and  a  proportionate  deficiency  in  the  percentage 
of  hemoglobin.  The  number  of  polymorphonuclear  leuko- 
cytes is  often  increased.  In  severe  form,  microcytes,  macro- 
cytes,  and  poikilocytes  arc  present,  and  occasionally  nu- 
cleated red  cells. 

PrO£^OSis. — This  depends  on  the  cause. 

Treatment. — This  includes  the  removal  of  the  cause, 
when  possible  ;  the  adoption  of  hygienic  measures;  and  the 
use  of  iron,  arsenic,  and  gf^neral  tonics. 

PRIMARY  ANEMIA. 

Definition. — A  primary  anemia  is  one  that,  in  the  pres- 
ent state  of  our  knowledge,  cannot  be  associated  with  any 
conspicuous  underlying  cause. 

Varieties- — Pernicious  anemia,  chlorosis,  leukemia, 
Hodgkin's  disease,  and  splenic  anemia. 


PERNiaOUS  ANEMIA. 
(Progressive  Pernicious  Anemia.) 

Definition. — A  grave  form  of  anemia  characterized  by 
extreme  oligoc>'themia,  marked  changes  in  the  red  blood- 
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corpuscles,  and  a  decrease  in  the  number  of  the  polymor- 
phonurlt-ar  ncutmphiles. 

Etiology, — In  mail)'  cases  no  adctjuate  cause  is  appar- 
ent. The  disease  usually  appears  about  middle  Hfe,  and  is 
somewhat  more  frequent  in  males  than  in  females.  Forms 
of  anemia  cHivically  identical  witfi  pernicious  anemia  may 
result  from  the  action  of  intestinal  ]>arasitcs,  especially  the 
Bt'thriocephalus  latus  and  the  Ankylostomum  duodenale. 
The  most  plausible  theorj'  is  that  the  disease  is  due  to  the 
hemolytic  action  of  some  poison  absorbed  from  the  gastro- 
intestinal tract. 

Pathology. — The  skin  has  a  lemon-yellow  hue,  the  sub- 
cutaneous f.il  is  often  well  preserved,  and  the  muscles  are 
unusually  red.  The  organs  are  pigmented  and  fatty.  Iron 
pigment  is  especially  abund.uU  in  tile  outer  zones  of  the 
hepatic  lobules.  Marked  atrophy  uf  the  gastric  mucosa  is 
sometimes  observed.  The  bone-marrow  is  dark  red,  soft, 
and  contains  large  numbers  of  nucleated  red  cells,  especially 
macroblasts.  The  hcmnlymph  glands  are  frequently  en- 
larged, congested,  and  pigmented.  The  spleen  is  some- 
times enlarged.  In  many  cases  there  is  found  advanced 
sclerosis  of  the  posterior  and  lateral  columns  of  the  spinal 
cord. 

Symptoms. — The  general  symptoms  are  intense  anemia, 
with  its  usual  manifestations;  a  lemon-yellow  tint  to  the 
skin ;  progressive  weakness,  without  marked  emaciation ; 
moderate,  irregular  fever;  severe  gastric  irritability;  and 
sometimes  dark-colored  urine  from  the  presence  of  urobilin. 

Thf  Blood. — The  drop  is  pale  and  water>'-  Coagulation 
is  slow.  There  is  a  great  reduction  in  the  number  of  red 
cells,  often  to  i.ooo»ooo  or  less;  the  hemoglobin  is  also  re- 
duced, but  not  proportionately.  The  red  cells  usually  show 
decided  changes  both  in  size  and  in  shape.  Nucleated  red 
cells  are  more  or  less  abundant  As  a  rule,  the  large  forms 
(megaloblasts)  predominate.  There  is  no  leukocytosis.  The 
neutrophiles  are  often  decreased  in  number,  and  the  lympho- 
cytes rcl.ativcly  increased. 

Diagnosis. — The  parasitic  form  may  be  recognized  by 
the  discovery  of  the  parasites  or  their  Qva  in  the  stools. 
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O&ncer  rarely  produces  such  extreme  oligocythemia,  the 
color-index  is  not  high,  macroblasts  are  rarely  present,  and 
there  is  often  leukocytosis. 

Pro^osis. — Pernicious  anemia  usually  ends  fatally 
\v'ithin  one  or  two  years.  It  is  doubtful  whether  recovery 
ever  occurs  except  in  the  parasitic  forms.  Periods  of 
marked  improvement  are  not  uncommon. 

Treatment. — Fresh  air,  rest,  and  a  diet  as  liberal  as  the 
digestive  power  of  the  patient  will  permit  are  requisite. 
Warm  salt  baths  and  massage  are  valuable  adjuvants  to 
internal  treatment  The  teeth  should  receive  careful  atten- 
tion. If  there  be  gingivitis  or  pyorrhcea  alveolaris,  antiseptic 
mouth-washes  should  be  used  at  frequent  intervals. 

Arsenic  is  the  most  valuable  drug.  It  may  be  given  in 
the  forn.  of  Fowler's  solution,  the  dose  being  gradually 
increased  from  2  or  3  to  15  or  20  minims  three  times 
a  day.  Iron  is  rarely  of  service.  Bone-marrow  is  some- 
times efficacious  Inhalations  of  oxygen  have  been  recom- 
mended (Shattuck).  Appropriate  anthelmintic  remedies 
should  be  given,  of  course,  in  the  cases  in  which  intestinal 
parasites  are  present.  Digestive  disturbances  are  often 
benefited  by  the  administration  of  diluted  hydrochloric  acid 
and  a  bitter. 

CHLOROSIS, 

(Qreen  Sickness;  PrimaiT  Anemia.) 

Definition. — A  form  of  anemia  occurring  exclusively  in 
yount;  women  and  characterized  by  marked  oligochromcmia. 

etiology. — The  disease  usually  occurs  between  the 
fifteenth  and  twent>-fifth  years.  Heredity,  bad  hygienic 
surroundings,  and  overwork  are  predisposing  factors.  The 
real  cause  of  the  disease  has  not  been  determined. 

Pathology. — In  some  fatal  cases  imperfect  development 
of  the  \Mscular  and  generative  systems  has  been  obseived. 

Symptoms. — In  addition  to  the  general  symptoms  of 
anemia  the  conspicuous  features  are  a  greenish  hue  of  the 
skin  ;  pallor  and  weakness  without  marked  loss  of  flesh  ;  per- 
versions of  appetite  (pica);  menstrual  disorders;  and  a  ten- 
dency to  hysteric  outbreaks.     The  blood  changes  are  char- 
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acteristic.  The  number  of  red  cells  is  moderately  reduced 
(not  often  below  3,500,000) ;  the  hemoglobin,  on  the  other 
hand,  is  greatly  reduced — usually  to  hclow  50  per  cent. 
There  is  no  leukocytosis. 

Complications. — Gastroptosis,  peptic  ulcer,  gastralgia, 
amenorrhea,  and,  occasionally,  thrombosis  of  the  cerebral 
sinuses  or  veins  of  the  extremities. 

Prognosis. — The  prognosis  is  good,  but  relapses  are 
common. 

Treatment, — Fresh  air,  sunlight,  open-air  exercise,  and 
nourishing  food  are  valuable  aids  in  treatment.  Very  severe 
cases  require  complete  rest  in  bed.  If  there  be  a  good  reac- 
tion, warm  baths,  followed  by  short  cold  douches,  are  effica- 
cious. Iron  is  almost  a  s|x*cific.  It  is  most  frequently  pre- 
scribed in  the  form  of  Blaud's  pills,  of  which  the  dose  is 
three  pills,  gradually  increased  to  nine,  a  day. 

B-     MiM!a!  fcrri  £flrbanacis !^iAs 

P.itassii  stilphalis 3J 

Futtissii  carbonfttis 8T-  1 

Ac.Tcia: 

Ahhreae .    .    .     ftft  q.  s.— M. 

Fiant  pilulie  No.  xxx. 

Sio. — 1'brer  pills  daily,  increased  lo  nine  pilla  daily.  (ENOlJkND.) 

Laxatives,  preferably  mild  salines,  rank  next  in  impor- 
tance to  iron.  Arsenic  is  distinctly  less  valuable  thnn 
iron.  Superacidily  of  the  gastric  juice  is  best  treated  by 
alkalis. 

LEUKEMIA- 

(Leukocsrthemia.) 

Definition. — A  disease  characterized  by  a  persistent  in- 
crease in  the  number  of  white  blood-corpuscles  and  by 
pathologic  changes  in  the  bone-marrow,  spleen,  and  lymph- 
atic glands. 

Etiolog^r, — The  causes  arc  obscure.  More  males  nre 
affected  than  females.  The  disease  occurs  most  frequently 
in  middle  life  Heredity,  malaria,  syphilis,  pregnancy,  and 
traumatism  are  given  as  predisposing  factors.  An  infectious 
origin  has  been  suggested. 
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Varieties. — (i)  Myelogenous  leukemia  and  (2)  lymph- 
atic leukemia.     The  latter  may  be  acute  or  chronic. 

Pathology. — There  is  extreme  emaciation.  In  the  myc- 
logt'nous  form  the  fat  of  the  bone-marrow  is  largely  re- 
placed by  marrow-ceils,  both  red  and  white,  and,  according 
as  the  one  or  the  other  predominates,  the  marrow  presents 
a  currant-jelly  or  pyoid  appearance.  All  the  cells  of  the 
marrow  are  increased,  but  the  myelocytes  are  in  excess. 
The  spleen  and  liver  arc  much  enlarged :  the  former  from 
a  hyperplasia  of  the  lymphoid  structures,  the  latter  from 
infiltration  of  leukocytes.  In  lymphatic  Uukcmia  the  char- 
acteristic feature  is  enlargement  of  the  visible  lymph-glands. 
Microscopicall}',  the  glands  show  a  great  increase  of  lympho- 
cytes. Numerous  metastatic  lymphomas  arc  found  in  the 
various  organs.  The  bone-marrow,  spleen,  and  liver  are 
also  more  or  less  involved. 

Symptoms. — Myelogenous  leukemia  presents  the  general 
symptoms  of  anemia.  The  liver  and  spleen  are  consider- 
ably enlarged.  There  may  be  moderate  fever  of  an  irregu- 
lar type.  Hemorrhages  from  mucous  membranes  and  into 
the  tissues  are  common.  Impairment  of  vision  may  result 
from  retinal  hemorrhage  or  leukemic  infiltration.  Persistent 
priapism  is  occasionally  observed. 

The  blood  changes  are  characteristic.  There  is  a  grad- 
ual reduction  in  the  number  of  red  cells  and  of  hemo- 
globin. The  number  of  white  cells  is  enormously  increased, 
the  count  often  reaching  from  300,000  to  500,000.  From 
20  to  60  |>er  cent,  of  the  leukocytes  are  myelocytes.  The 
number  of  eosinophiles  and  mast-cells  is  somewhat  in- 
creased. 

Lymphatic  leukemia  is  rare.  The  chronic  form  presents 
the  general  symptoms  of  anemia,  with  enlargement  of  the 
visible  lymph-glands  and  a  considerable  increase  in  the 
number  of  leukoc>tes  (50.000  to  loo.ooo),  more  than  90 
per  cent,  of  which  are  small  lymphocytes. 

Acute  lymphatic  leukemia  has  been  most  frequently  seen 
m  children.  The  visible  lymph-glands  are  enlarged,  there 
is  marked  tendency  to  hemorrhages,  and  the  bKx)d  con- 
tains great  numbers  of  large  pale  lymphocytes. 
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Diagfnosis. — Leukocytosis.— In  this  condition  the  white 
cells  are  not  so  enormously  increased  and  are  chiefly  poly- 

Imorphonuclcar  ncnitrophiles. 
Malarial  Cachexia. — This  may  be  recognized  by  the  dis- 
covery of  llie  parasites  and  by  the  absence  of  leukocytosis. 
Prognosis. — Absolutely  unfavurable.  The  average  du- 
ration of  the  clironic  form  is  from  two  to  three  years.  Acute 
leukemia  may  prove  fatal  vvithm  a  few  weeks. 
Treatment. — An  eftbrt  should  be  made  to  maintain  the 
general  nutrition  by  retjulaling  the  diet  and  attending  to 
hygienic  measures.  Rest  is  often  advisable.  Among  drugs, 
arsenic  appears  to  be  of  some  service.  Operative  treatment 
is  of  no  avail. 
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Adenia ;  Lymphatic 
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(Pseudoleukemia ;  General  Lymphadenoma 

Anemia.) 

Definition. — A  rare  disease  characterized  by  hyper- 
plasia of  the  lymphatic  glands  and  progressive  anemia, 
without  a  marked  excess  of  white  corpuscles. 

Etiology. — The  causes  are  unknown.  It  is  most  com- 
monly seen  in  ytjung  adults  of  the  male  sex.  In  some  in- 
stances it  has  apparently  followe<l  an  ordinary'  adenitis.  An 
infectious  origin  has  been  suggested. 

Pathology. — There  is  a  marked  hyperplasia  of  the  lym- 
phatic glands. — cervical,  axillary',  mediastinal,  inguinal,  and 
retroperitoneal, — the  spleen  and  bone-marrow  often  sharing 
in  the  process. 

Symptoms. — The  disease  resembles  lymphatic  leukemia, 
but  there  is  an  absence  of  leukocytosis.  The  glands  of  the 
neck  are  usually  first  affected;  the  swellings  are  painless, 
freely  movable,  and  only  ver>'  rarely  suppurate. 

Diagnosis. — Tuberculous  adenitis  is  more  apt  to  affect 
the  submaxillar)'  glands,  and  is  often  unilateral.  Fusion  of 
the  glands  and  suppuration  are  common.  The  tuberculin 
reaction  may  be  obtained,  and  section  of  an  excised  gland 
shows  tuberculous  elements. 

Prognosis. — Unfavorable.  The  average  duration  is 
from  two  to  three  years.     Treatment  is  that  of  leukemia. 
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Scnn  has  recently  reported  marked  improvement  in  2  cases 
from  the  use  of  the  ;r-rays. 

SPLENIC  ANEMIA. 
(Splenomegaly.) 
Splenic  anemia  is  a  chronic  affection  characterized  by  an 
cnormons    enlargement  of  the    spleen,   moderate    oH^ocy- 
themia  (average  count   3,400,000),  decided  olij^ochromemia 
average  45  to  50  per  ccnt.)>  leukopenia,  and  a  marked  ten- 
dency to  hemorrhage,  especially  from  the  stomach.     In  the 
terminal  stage  there  may  be,  in  addition,  ascites,  jaundice, 
nd  cirrhosis  of  the  liver  [Battti's  distose).     Splenic  anemia 
sually  lasts  for  many  years.     In  7  of  18  cases  studied  by 
Osier  the  duration  of  the  disease  was  more  than  ten  years, 
and  in    11    more  than  four  years.     Of  19  cases  of  splenic 
anemia  treated  by  splenectomy,  in    t4  recovery  followed 
{Harris  and  Herzog). 
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ADDISON^  DISEASE. 

Definition. — A  rare  discnse  characterized  anatomically 
by  lesions  of  the  suprarenal  glands  or  of  the  abdominal 
sympathetic  ganglia,  and  clinically  by  bronzing  of  the  skin 
and  profound  asthenia. 

Etiology. — It  occurs  most  frequently  in  middle  life,  and 
more  cunmion  in  men' than  in  women.     The  development 
f  Atldison's  disease  is  favored  by  the  predisposing  causes 
of  tuberculosis. 

Pathology. — In  most  instances  tuberculosis  of  the 
suprarenal  bodies  is  discovered.  Rarely  other  lesions  of 
the  suprarenal  bodies,  such  as  carcinoma,  have  been  found. 
In  a  few  cases  there  have  been  found  degenerative  changes 
in  the  abdominal  sj'mpathetic  ganglia,  either  in  ctmncction 
ith,  or  in  the  absence  of,  disease  of  the  suprarenal  bodies. 
Symptoms. — The  chief  features  arc  moderate  anemia, 
bronzing  of  the  skin,  pigmentation  of  the  mucous  mcm- 
ranes.  cspeciall)'  of  the  mouth,  extreme  weakness,  and 
arked  gastric  irritability. 

Prognosis. — The  disease  is  fatal.    The  average  duration 
from  one  to  three  years. 
u 


Ice  daily. 

EXOPHTHALMIC  GO| 
I  Graves's  Disease ;  Parry  s  Disease ;  Bj 

Definition. — A  disease  chaiactcrizci 
the   thyroid  gland,    marked  prominence 
tach>*cardia.  and  muscular  tremors. 

JStiology. — Tlic  disease  most  frequea] 
third  decade.     Women  are  much  more 
men.     Hercility.  emotional   excitement. 
are  predisposinj^  factors. 

Pilthology. — The  pathogenesis  of  Gi 
still  undetermined.  The  disease  is  probabl; 
functional  activity  of  the  thyroid  gland  (Iiyf 
Greenfield  found  the  tubular  spaces  t»f  the  | 
and  the  colloid  matrix  replaced  by  a  nuico 

Symptoms. — Cardiac  Phenomena. — Ac 
pulse  (lOO  to  150)  and  palpitation  are  c 
Both  are  intensified  by  excitement.  Hy] 
heart  may  ultimately  ensue  from  ovcracti 
tolic  murmur  is  frequently  heard  at  the  ap 

Ocular  Phenomena. — These  consist  in  bil 
of  the  eyeUills,  a  failure  of  the  upper  eye 
eyeball  when  the  latter  is  directed  dov 
sign),  widening  of  the  palpebral  angle 
and  inability  of  the. 
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General  Symptoms. — As  the  disease  progresses  weak- 
ness and  anemia  become  pronounced.  Sweating  is  com- 
mon. Moderate  fever  is  an  occasional  symptom.  There 
may  be  trlyco^uria  and  albuminuria. 

Diagnosis. — It  should  be  borne  in  mind  that  any  one 
of  the  important  symptoms  may  be  absent  throuj^hout  the 
disease.  In  some  cases  palpitation  and  throbbing  of  the 
cervical  vessels  may  be  the  only  phenomena. 

Gaiter  may  be  distinguished  from  exophthalmic  goiter  by 
the  absence  of  cardiac,  ocular,  and  ner\'ous  symptoms. 

Prognosis. — The  disease  generally  runs  a  protracted 
course.  Some  cases  recover  entirely;  many  improve  and 
subsequently  relapse;  a  few  die,  after  a  short  illness,  from 
heart  r.iiUirt?  Dr  AC\.\\k^.  mania. 

Treatment. — The  general  nutrition  should  be  improved 
by  rest,  a  generous,  readily  digestible  diet,  healthy  hygienic 
surroundings,  and  hydrotherapy.  In  severe  cases  absolute 
rest  in  bed  is  an  essential  point  in  the  treatment.  Applica- 
tions of  cold,  by  means  of  Lcitcr's  tubes  or  ice-bags,  to  the 
precordium  lessen  the  palpitation. 

Belladonna  is  undtjubtetlly  of  value  in  many  cases.  It 
should  be  given  in  ascending  doses  until  some  dr>'ness  of 
the  throat  is  produced.  When  the  circulation  is  feeble, 
digitalis  may  be  found  of  service;  on  the  other  hand,  when 
the  heart  i>  strong,  better  results  may  be  obtained  with 
aconite  or  vcratrnm  viride.  When  anemia  exists,  iron  is 
useful.  Rromids  are  sometimes  of  scr\icc  in  controHing 
nervous  symptoms.  Starr  has  observed  marked  improve- 
ment from  the  use  of  sodium  glycerophosphate  in  doses  of 
20  grains  three  or  four  times  a  day.  The  consensus  of 
opinion  is  decidedly  adverse  to  the   u.se  of  thyroid  extract. 

Galvanism  sometimes  j)roves  more  effective  in  controlling 
the  symptoms  than  any  otiier  remedy.  As  a  last  resort, 
operative  interference  should  be  considered. 

I  MYXEDEMA, 

^f  Deiillitiotl. —  A  disease  characterized  by  <itrophy  of  the 
^^  thyroid  gland,  mucoid  degeneration  of  the  subcutaneous  tls- 
^^  sues,  subnormal  temperature,  and  mental  sluggishness. 
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IStiology. — The  disease  is  much  more  frequent  in  women 
than  in  men.  It  is  occasionally  hereditary.  It  usually 
develops  in  middle  life.  The  immediate  cause  is  the  loss  of 
function  of  the  thyroid  gland. 

A  congenital  form  of  myxedema  is  observed  in  crrfin/sw, 
and  an  analogous  condition  (opcmUvi'  myxvdfma  or  anhixia 
sirumiprh'a)  frequently  follows  total  extirpation  of  the  thy- 
roid gland. 

Symptoms. — It  is  manifested  by  a  gradual  swelling  of 
the  subcutaneous  tissues,  particularly  of  the  face,  supra- 
clavicular regions,  and  hantls.  Unlike  cttetna,  the  parts 
do  not  pit  on  pressure,  but  are  firm  and  elastic.  The 
skin  is  dry  and  harsh.  The  hair  is  dr)*  and  brittle.  The 
thyroid  gland  is  atrophied.  A  |)ecultar  slowness  in  thought, 
speech,  and  movements  is  a  characteristic  symptom.  The 
temperature  of  the  body  is  subnormal.  Tliere  is  impair- 
ment of  the  special  senses.  Sensory  phenomena  are  com- 
mon, such  as  coldness,  numbness,  and  tingling.  The  urine 
is  often  increased  in  quantity,  and  occasionally  contains  al- 
bumin, sugar,  and  tube-casts. 

Sequels. — Tuberculosis,  dementia,  and,  occasionally, 
exophthalmic  goiter. 

Diagnosis. — The  mental  dulness.  the  extreme  dryness  of 
the  skin,  and  the  absence  of  pitting  on  pressure  will  serve 
to  distinguish  mvxedema  from  Brieht's  disease  with  edema. 

Prognosis.— The  disease  was  formerly  considered  incu- 
rable, but  It  is  now  known  that  marked  amelioration  or  even 
a  cure  can  be  effected  by  appropriate  treatment. 

Treatment. — As  patients  with  myxedema  are  extrentely 
susceptible  to  low  temperatures,  they  should  be  warmly  clad 
and  protected  from  exposure  to  cold.  Residence  during  the 
winter  in  a  warm,  sunny  climate  is  desirable.  Warm  baths 
are  often  beneficial.  Modern  treatment  consists  in  the  admin- 
i.stration  of  extract  o^  sheep's  thyroid  (.3  to  5  grains  thrice 
daily).  By  continuing  this  remedy  throughout  life  it  is  pos- 
sible in  many  cases  to  hold  the  symptoms  in  complete 
abeyance. 
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INSPECTION. 


P 

^^  Inspection  determines  the  position,  force,  and  extent  of 
^^  the  apcx-bcat ;  any  abnormal  centers  of  pulsation  ;  and  any 
unnatural  prominence  over  the  precordial  region. 

The  Apex-beat. — Tlie  normal  position  of  the  ajK-x- 
beat  is  in  tlic  fifth  intercostal  space,  about  an  inch  within 
the  mammary  hne  (a  line  drawn  from  the  middle  of  the 
clavicle  parallel  with  the  sternum).  The  beat  can  usually  be 
detected  by  inspection  or  palpation,  but  when  these  meth- 
ods fail,  it  may  be  localized  by  auscultation,  the  point  in  the 
re^non  of  the  apex  where  the  first  sound  is  heard  with  max- 
imum intensity  corresponding  to  the  beat. 

The  Effect  of  Respiration  and  Position  on  the  Aptx-beat. — 
The  location  and  force  of  the  ajxix-beat  are  modified  by 
the  posture  of  the  patient  and  the  stage  of  the  respiratory 
act.  In  the  recumbent  position  the  apex-beat  may  be  ele- 
vated half  an  inch  or  more,  and,  when  the  body  is  inclined 
to  the  left,  the  heart  being  a  more  or  less  movable  organ, 
the  beat  may  be  detected  in  the  mammary'  line,  or  even 
some  distance  to  its  outer  .side. 

During  forced  inspiration  the  beat  may  become  imper- 
ceptible, or,  if  such  is  not  the  case,  it  may  be  found  some 
distance  below  it.s  usual  place,  on  account  of  the  upward 
movement  of  the  ribs  in  the  inspiratory  act.  During  forced 
expiration  the  air,  being  driven  from  the  lung-tissue  in  front 
of  the  heart,  the  beat  becomes  more  forcible,  and  its  posi- 
tion elevated  <)n  account  of  the  descent  of  the  ribs  which 
occurs  in  expiration. 

In  view  of  the  influence  exerted  by  respiration  and  posi- 
tion on  the  apex-beat  the  patient,  as  a  rule,  should  be  ex- 
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amined   in  the   erect  or   sitting    posture,  while   breathing 
quietly. 

Displacement  of  the  Apex-beat, — Displacement  to 
the  lift  nijiy  fL'sult  from  ; 

1.  Hypertrophy  or  tlilatation  of  the  heart  (down  and  to 
the  left). 

2.  Pericardial  effusion  (up  and  to  the  left). 

3.  Chronic  diseases  of  the  left  luiii^'  and  pleura,  asso- 
ciated with  retraction — as  fibroid  plnlusis  and  pleural  adhe- 
sions. 

4.  Abdominal  tumors  and  effusions  (up  and  to  the  left). 

5.  The  pressure  of  a  pleural  effusion  on  the  right  side  (up 
and  to  the  left). 

Displacement  to  the  right  may  be  caused  by : 

1.  Chronic  disease  of  the  right  lung  or  pleura  associated 
with  retraction. 

2.  Pressure  of  a  pleural  effusion  on  the  left  side. 

3.  Transposition  of  the  viscera. 
Displacement  denvniK'anl  may  result  from  : 

1.  Hypertrophy  or  dilatation  of  the  heart,  chiefly  of  the 
left  ventricle. 

2.  Pressure  of  solid  growths  in  the  upper  mediastinum. 

3.  Aneurysm  of  the  aortic  arch. 

Deformity  of  the  chest  from  spinal  curvature  may  also 
cause  consitlentblc  displacunit-iit  of  the  iieaiL 

Changes  in  Force  and  Extent  of  the  Apex-beat, 
—  The  force  and  extent  of  the  pulsation  may  be  increased  by  : 

1.  Hypertrophy  of  the  heart. 

2.  Forcible  action  of  the  heart  caused  by  emotional  or 
physical  excitement,  reflex  irritation,  drugs,  Graves's  disease, 
etc. 

3.  Thinning  of  the  chest-walls  and  shrinking  of  the  lungs, 
as  in  phthisis. 

A  iveak  apex-beat  may  be  noted ; 

1.  In  health. 

2.  Degeneration  or  dilatation  of  the  heart. 

3.  Pericardial  effusion. 

4.  Emphysema. 

5.  Collapse  or  shock. 
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Abnormal  Centers  of  Pulsation. — Epigastrk  pulsa- 
tion may  result  from  ; 

1.  Excited  action  of  the  lieurt  from  any  cause. 

2.  Enlargement  of  the  right  ventricle. 

3.  A  pulsating  aorta,  noted  in  certain  nervous  and  anemic 
patients. 

4.  Aortic  aneurysm. 

5.  Tumors  of  the  left  lobe  of  the  liver  resting  on  the  aorta. 
Pulsation  at  tht'  base  of  the  heart  may  result  from  : 

1.  Aneurysm  of  the  aortic  arch. 

2.  Cardiac  hyi>ertrophy. 

3.  Slirinking  of  the  lungs,  as  in  phthisis. 
Pulsation  in  (he  left  axillary  region  may  result  from: 

1.  Enlargement  of  the  heart, 

2.  A  tense,  purulent  eftusioii  in  the  Icfl  pleural  sac 
(pulsating  empyema). 

3.  Aneur^'sm. 

4.  Chronic  diseases  of  the  left  lung  and  pleura,  associated 
with  retraction. 

(hinaiural pulsation  in  the  carotiiis  may  result  from: 

1.  Excitement  of  the  heart  from  any  cause. 

2.  Exophthalmic  goiter. 

3.  Anemia. 

4.  Valvular  disease,  especially  aortic  regurgitation. 

5.  Aneurysm  or  dilatation  of  the  vessels. 

6.  Unnatural  elasticity  of  the  vessels,  noted  in  certain 
nervous  and  anemic  patients. 

Jugular  Pulsation. — The  jugular  vein  often  becomes 
distended  m  forced  expiration  and  coughing.  Distention 
of  »he  jugular  vein  is  sometimes  noted  in  adherent  peri- 
cardium. 

A  true,  rhythmic  venous  pulsation  usually  results  from 
tricuspid  regurgitation. 

A  pulsation  may  be  transmitted  to  the  jugular  vein  from 
the  underlying  carotid,  but  this  false  pulsation  will  still  con- 
tinue wljcn  light  pressure  is  made  on  the  vein  at  the  root 
of  the  neck,  while  the  true  venous  pulse  will  cease. 

Precordial  Prominence. — Unnatural  prominence  of  the 
prteordium  may  result  from: 
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1.  Hypertrophy  of  the  licart 

2.  Diliitalion  of  the  lieart. 

3.  Pericardial  effusion. 

PALPATION. 

This  not  only  determines  the  position,  force,  extent,  an< 
rhythm  of  tlic  ai>ex-beat,  but  also  detects  the  existence  of 
any  fremitus  or  tlirill. 

A  thrill  is  a  vibratory  sensation  likened  to  that  received 
when  the  hand  is  placed  on  the  back  of  a  purring  cat. 
Thrills  at  the  base  of  the  heart  may  result  from  aortic  steno- 
sis, atheroma  of  the  aorta,  ancur^'sm,  and  from  roughened 
pericardial  surfaces,  as  in  pericarditis. 

A  presystolic  thrill  at  llie  apex  is  almost  pathognomonic 
of  mitral  stenosis. 

PERCUSSION, 

This  determines  the  shape  and  extent  of  the  cardiac  dul- 
ness. 

The  normal  area  of  snperjieial  or  absolute  pereussion-dul- 
ness  (the  part  uncovered  by  lun^^)  is  detected  by  hght  per- 
cussion, and  extends  from  the  fourth  left  costostcrnal  junc- 
tion to  the  apex-beat;  from  the  apex-beat  to  the  junction 
of  the  xiphoid  cartilage  with  the  sternum,  and  thence  up  the 
left  border  of  the  sternum 

The  fwnnal  area  of  deep  pcraission-dulness  (the  heart  pro- 
jected on  the  chest-wall)  is  detected  by  firm  |>ercussion,  and 
extends  fri>ni  the  third  left  costosternal  articulation  to  the 
apex-beat;  from  the  apcx-bcat  to  the  junction  of  the  xiphoid 
cartilage  with  the  sternum,  and  thence  up  the  ri»;ht  border 
of  the  sternum  to  the  third  rib.  The  lower  level  of  the 
cardiac  dulness  fuses  with  the  liver  dulness.  and  can  rarely 
be  determined  by  percussion. 

The  area  of  eardute  dulttess  is  increased  in:  (i)  Hyper- 
trophy and  dilatation  of  the  heart.  {2)  Pericardial  effusion. 
It  IS  apparently  increased  in  shrinking  of  the  lungs,  as  in 
phthisis. 

The  area  ofeardiae  dulness  is  diminished  in  ;  (1)  Emphy- 
sema. (2)  Pneumothorax.  (3)  Pneumopericardium  (rare). 
{4)  Gaseous  distention  of  the  stomach. 
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AUSCULTATION. 

This  determines  the  quality,  intensity,  and  rhythm  of  the 
heart-sounds,  and  detects  the  presence  of  any  adventitious 
sounds,  as  murmurs.  The  two  sounds  Jieard  over  the  heart 
have  been  represented  by  the  syllables,  "  lubb,  tup."  TI»e 
first  sound  (sysioHc)  results  from  the  muscular  contraction  of 
the  heart  and  the  closure  of  the  auriculovenlricular  valves, 
and  is  synchronous  with  the  apex-beat  and  carotid  pulse. 
This  sound  is  prolonged  and  dull.  After  the  first  sound 
there  is  a  short  pause,  and  then  follows  the  second  sound 
ytiastolk\  which  results  from  the  closure  of  the  aortic  and 
pulmonary  valves.  This  sound  is  short  and  hi^h-pitchcd. 
After  the  second  sound  a  longer  pause  follows  before  the 
first  is  again  heard. 

The  Intensity  of  the  Heart-sonnds. — Both  sounds 
an-  tULtfittttJitii  in:  (ij  KNcitemeiit  *.){  the  heart  fron)  any 
cause.  {2)  Anemia.  (3)  Cardiac  hypertrophy.  (4)  Sub- 
jects with  thin  chest-walls.  (5)  Consolidation  of  the  hing, 
as  in  phthisis  and  pneumonia. 

Ai'iCtitiuiUon  of  (hi'  aorik  second  sound  result.s  from  :  (1) 
Hypertrophy  of  the  left  ventricle.  {2)  High  arterial  tension, 
as  in  chronic  interstitial  nephritis  with  arteriosclerosis.  (3) 
Aortic  aneurysm. 

Weakening  of  the  aarfie  second  souttd  indicates  weakness 
of  the  left  ventricle. 

Accentuation  of  the  pulmonary  second  sound  results  from  : 

(1)  Pulmonar)--  obstruction,  as    in   emphysema,  pneumonia, 
and  the  congestion  of  the  lungs  following  mitral  disease. 

(2)  Hypertrophy  of  the  right  ventricle. 

Weakness  of  the  pulmonary  sottnd  indicates  failure  of  the 
right  ventricle,  and,  occurring  in  diseases  in  which  it  should 
be  accentuated,  is  of  grave  omen. 

Weakness  of  (he  mitral  sound  is  noted  in;  fi)  General 
obesity.  (2)  General  exhaustion.  (3)  Degeneration  or 
dilatation  of  the  heart.  (4)  Pericardial  or  pleural  effusion. 
(5)  Emphysema. 

Alteration  hi  the  Rhythm  of  the  Heart-sotinds.— 
Redupiii.ulwn   of  the  Diastolic   Sounds. — This   is    probably 
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due  to  a  lack  of  synchronism  in  the  closure  of  llie  aortic 
and  puhnonary  valves.  It  is  frequently  noted  in  licalth  at 
the  end  of  a  long  inspiration.  Pathologic  reduplication 
may  occur  whenever  tlie  pressure  in  either  the  pulmonary 
circulation  or  the  peripheral  arteries  is  abnormally  increased. 
It  is  a  common  sign  in  mitral  stenosis,  emphysema,  arterio- 
sclerosis, and  pericarditis. 

Embrvocardia. — This  term  is  used  to  indicate  a  rhytlun 
that  resembles  that  of  the  fetal  heart.  The  pauses  between 
the  sounds  are  of  equal  length,  and  the  two  soimds  are 
exactly  alike.  Kmbryocardia  indicates  great  enfeeblement 
of  the  heart  and  may  be  observed  in  low  fevers  and  in  car- 
diac failure  from  any  cause. 

Gallop  or  Cantering  Rhythm. — This  suggcststhe  hoof-heats 
of  a  galloping  horse.  One  of  the  cardiac  sounds  is  doubled 
and  the  diastolic  pause  is  shortened.  It  indicates  extreme 
weakness  of  the  heart. 

Adventitioas  Sounds. — ^/w/v;///rj  arc  abnormal  sounds 
produced  in  the  heart  or  blood-vessels.  They  may  result 
from:  (i)  Obstruction  or  regurgitation  at  the  valves  in  con- 
sequence of  valvular  endocarditis.  (2)  Dilatation  of  the 
ventricle  or  relaxation  of  its  walls,  in  consequence  of  which 
the  auriculoventricular  valves  become  relatively  insufficient. 
(3)  Roughening  of  the  valves  or  of  the  intima  of  the  great 
vessels.    (4)  Aneurysm  (bruit).    (3)  Anemia  (hemic  murmur). 

Exocardial  murmurs  are  adventitious  sounds  of  cardiac 
origin  produced  in  the  pericardium  {pericardial  friction- 
sound)  or  in  the  pleura  or  lung,  adjacent  to  the  heart 
(pleuropericardial  friction-sound  and  cardiorespiratory  mur- 
mur). 

Pericardial  Friction-soimd. — This  is  an  adventitious  sound 
produced  in  pericarditis  by  roughening  of  the  serous  mem- 
brane. It  is  a  harsh,  grating,  to-and-fn*  sound,  quite  super- 
ficial, often  intensified  by  pressure  with  the  stethoscope,  and 
generally  heard  best  in  the  fourth  interspace  near  the  ster- 
num. It  often  varies  in  intensity  from  hour  to  hour,  and  is 
rarely  transmitted  beyond  the  precordial  region. 

Pleuropericardial  Prlction-sound. — This  is  a  sound  closely 
resembling  the  pericardial  friction-sound,  but  produced  by 
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inflammation  of  ihat  part  of  the  pleura  that  overlaps  the 
heart  It  is  intensified  by  deep  inspiration,  and  often  dis- 
appears when  the  breath  is  held  diirinj^  expiration. 

Cardiorespiratory  Murmur. — This  is  a  rare  adventitious 
sound,  produced  by  the  rhythmic  expulsion  of  air  from  the 
lappet  of  lung  covering  jhc  heart  by  the  cardiac  contractions. 
The  exact  condition  under  which  it  occurs  is  not  known. 
It  is  usually  heard  best  at  the  end  of  inspiration,  and  is 
nearly  always  systolic  in  time.  It  is  grcatlj'  modified  by 
position,  deep  breathing,  coughing,  and  holding  the  breatlu 

Aneurysmal  Murmur,  or  Bruit. — In  a  certain  proportion  of 
cases  a  murmur  is  heard  in  aneurysm.  It  is  systolic  in 
time,  heard  with  greatest  intensity  over  the  sac  of  the 
aneurysm,  and  transmitted  into  the  vessels  of  the  neck. 
There  is  nothing  in  the  character  of  the  murmur  to  suggest 
its  origin. 

Hemic  Mormuxs. — Hemic  murmurs  have  the  following 
characteristics :  Tliey  arc  soft  and  blowing  in  character ; 
they  arc  usually  systolic  in  time  ;  they  ai*e  usually  heard  best 
over  the  pulmonic  area  ;  they  are  associated  with  evidences 
of  anemia;  they  are  not  accompanied  by  signs  of  cardiac 
enlargement;  they  are  often  associated  with  a  continuous 
hum  in  the  veins  of  tlie  neck  ;  and  they  are  more  affected 
by  deep  breathing,  position,  and  exercise  than  the  murmurs 
of  organic  disease, 

THE  PULSE. 

The  average  frequency  of  the  pulse  in  the  iiealthy  adult 
at  rest  is  between  70  and  80.  In  new-bom  infants  it  is 
between  130  and  140,  and  in  young  children  between  90 
and  100 

Increased  Frequency  of  the  Pulse  (Tachycardia). 
—  Habitual  frequency  is  sometimes  noted  in  health.  The 
frequency  may  be  temporarily  increased  by  erect  posture, 
excitement,  eating,  and  the  use  of  stimulants. 

Abnormal  frci^ueptcy  may  result  from — (i)  Pyrexia.  The 
pulse  usually  bears  a  definite  relation  to  the  tem(ierature,  but 
in  certain  disea,ses,  as  scarlet  fever  and  septicemia,  it  may  be 
disproportionately  rapid,  and  in  others,  like  meningitis  and 
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fever,  it  may  be  disproportionately  slow.  (2) 
[nic  goiter.  (3)  Organic  heart  disease.  (4)  l^ea 
kase  of  tlie  brain  sufficient  to  depress  the  pneu 
\  as  hemorrhage,  tumor,  and  advanced  meninf 
tx  irritation,  as  in  dyspepsia  or  uvarian  or  ute 

(6)   An  independent    neurosis  (essential   paro; 
^ycardia).     (7)  Action  of  certain  drugs — bcUadoi 

thyroid    extract,    etc.      (8j    Rheumatoid    arth 

quencyof  the  Pulse  (Bradycardia).— /7/r.T;W 

is  noted  after  fasting,  sometimes  in  the  puerperi 
tually  in  certain  persons  (50  to  60  a  minute). 
hgic  infrtqiuHty  is   observed   in    many   conditk 
— ( 1 )  In  certain  forms  of  organic  heart  diseasCi 
chronic  myocardial  disease  and  aortic  stenosis. 
ice.     (3)  From  pressure  at  the  base  of  the  brain  si 
rritate  the  vagus,  as  in  bej^inning  meningitis,  tun 
At  the  close  of  febrile  diseases,  as  typhoid  fc 
lia,  etc,     (5)  After  the  use  of  certain  drugs,  as  i 
nite.etc. 
nlsir   Rtlvthtn    f ArlivttiTninL Tim iTifftT^iw 
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occasional.  There  is  often  marked  irregularity  in  uncom- 
|icnsated  mitral  regurgitation  and  clironic  myocardial  dis- 
ease. Extreme  irregularity  with  rapidity  of  the  heart-beats 
is  spoken  of  as  dtlirium  cordis.  It  occurs  in  the  late  stages 
of  uncompensated  heart  disease. 

The  Pulsus  Paradoxus. — This  is  a  pulse  in  which  the  wave 


Flu.  8. — Sphygmogmii  uf  tlie  ingcminiU  pulse. 

becomes  small  and  feeble  during  full  mspiration.  It  is 
sometimes  observed  in  healthy  persons.  It  is  not  infrequent 
in  adherent  pericardium. 

The  Dicrotic  Pulae. — This  is  a  pulse  in  which  tlie  main  beat 
is  quickly  followed  by  a  secondary  wave  or  slight  rebound  of 
the  vessel.  It  is  especially  apt  to  occur  when  the  tension  is 
low  and  the  arteries  .ire  relaxed,  as  in  low  fevers,  like  typhoid. 

Other  Variations  in  the  Pulse. — The  High-tenaion 
Pulse.  —  This  is  .1  pulse  in  which  the  force  of  the  beat  is 
relatively  increased.  The  tension  may  be  roughly  estimated 
by  noting  the  amount  of  pressure  of  the  fingers  that  is  re- 


Fig.  9— SphvffmoRram  of  a  dicrotic  pulse. 

quired  to  arrest  the  beat.     It  ma)'  be  determined  more  accu- 
rately by  means  of  the  sphygmograph. 

A  high  UnsioH  is  observed  in  many  conditions,  notably  in 
cardiac  hypertrophy;  in  chronic  nephritis,  especially  inter- 
stitial ncplirilis  ;  in  arteriosclerosis  ;  in  certain  intoxications, 
like  gout,  chronic  lead-poisoning,  and  uremia;  in  cerebral 
affections  irritating  the  vasomotor  centers,  such  as  apoplexy 
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and  tumor;  and  in  contraction  of  the  arterioles,  as  in  chills 
and  in  some  paroxysms  of  angina  pectoris. 

The  Iiow-tension  Pulse. — A  low-tension  pulse  is  one  that 
is  soft  and  compressible.  It  is  observed  in  many  conditions, 
notably  in  marked  cardiac  degeneration,  in  collapse,  in  low 
fevers,  and  in  states  of  j^reat  exhaustion  and  dei)ression. 

Venous  Pulse. — A  true  jugular  pulsation  occurs  in  tricuspid 
regurgitation.  A  venous  pulse  in  the  dorsum  of  the  hand 
may  be  due  to  forcible  propulsion  of  the  blood  throuj^h  the 
capillaries,  as  in  compensated  aortic  rej;ar^itation,  or  to  ex- 
treme relaxation  tif  the  arterioles,  permitting  the  transmis- 
sion of  the  pulse-wave,  as  in  grave  anemia. 

Oapillary  Pulse. — This  may  be  detected  by  the  occurrence 
of  systolic  flushing  in  a  hyperemic  area  of  the  skin  (prefer- 
ably over  the  forehead)  caused  by  friction,  or  in  the  everted 
lip  which  has  been  somewhat  blanched  by  pressure  of  a 
glass  slide.  A  capillary  pulse  is  occasionally  observed  in 
aortic  regurgitation,  in  grave  anemia,  and  in  neurasthenia. 

Asyzumetric  radial  pulses  may  result  from  :  (i)  Anomalies 
in  the  distribution,  size,  or  division  of  one  of  the  vessels. 
(2)  Aortic  aneurysm.  (3)  An  embolus  or  an  atheromatous 
plate  within  the  vessel.  (4)  Fractures,  luxations, or  inflamma- 
tory exudations  causing  compression  of  the  vessel.  (5)  Com- 
pression of  <ine  vessel  by  tumors  within  or  without  the  thorax. 

"Water-hammer  Pulse"  (Corrigan's  Pulse). — This  pulse  is 
characterized  by  a  quick,  powerful  beat,  which  suddenly 
collapses  or  recedes.  The  peculiar  pulsation  may  be  dis- 
tinctly visible,  not  only  in  the  carotids,  but  throughout  llie 
brachial  artery.  This  pulse  is  diagnostic  of  aortic  regurgi- 
tation during  the  period  of  compensation,  and  its  force  is  due 
to  the  excessive  ventricular  hypertrophy  and  to  the  large 
amount  of  blood  expelled  with  each  systole;  its  sudden  re- 
cession is  due  to  the  incompetent  valves  failing  to  support 
the  column  of  blood  in  the  aorta. 

PALPITATION. 

Definition. — A  rapid  and  tumultuous  action  of  the  heart 
perceptible  to  the  patient.  Rapidity  not  perceptible  to  the 
patient  is  not  termed  palpitation. 
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Etiolog"y. — It  may  result  from  :  (i)  Reflex  irritation,  as 
from  flatulent  distention  of  the  stomach.  (2)  Excitement, 
mental  or  physical.  (3)  Organic  heart  disease.  (4)  Ex- 
ophtluilmic  goiter.  (5)  Overwork,  as  in  the"  irritable  heart  '* 
of  untrained  recruits.  (6)  Anemia.  (7)  Hysteria.  (8)  An 
independent  neurosis  (essential  paroxysmal  tachycardia). 
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DROPSY. 

Definition. — An  unnatural  collection  of  serous  fluid  in 
the  tissues  or  cavities  of  the  body. 

Etiology. — Dropsy  may  result  from:  (1)  Chronic  vis- 
ceral .ihcctions  that  bring  about  venous  stasis,  as  chronic 
heart  disease,  cirrhosis  of  the  liver,  and  emphysema.  (2) 
Local  obstruction  to  the  venous  circulation  by  emboli, 
thrombi,  tumors,  etc.  (3)  Changes  in  the  composition  of 
the  blood,  as  in  anemia.  (4)  Increased  permeability  of  the 
capillary  walls,  as  in  Bright's  di.seasc.  (5)  Disturbed  inner- 
vation, as  in  hysteria,  angioneurotic  edema,  and  neuritis. 

GENERAL  CYANOSIS. 

Definition. — Blucness  of  the  surface  from  insufficient  oxi- 
datitui  of  the  blood. 

Etiology. — Cyanosis  results  from  :  (i)  Conditions  which 
obstruct  the  entrance  of  air.  as  croup  ;  edema  of  the  Iar>'nx  ; 
tumors  or  foreign  bodies  in  the  air-passages ;  tumors  press- 
ing on  the  air-passages ;  emphysema ;  pneumonia  ;  pleurisy  ; 
paralysis  of  the  respiratory  muscles,  as  in  bulbar  palsy ;  and 
spasm  of  the  rcspirator\*  muscles,  as  in  epilepsy,  tetanus, 
etc.  (2)  Conditions  that  impede  the  passage  of  blood 
through  the  lung,  as  all  forms  of  chronic  heart  disease. 

Congenital  cyanosis  is  usually  associated  with  stenosis  of 
the  pulmonary  orifice,  an  imperfect  ventricular  septum,  or  a 
patulous  foramen  ovale;  it  probably  results  not  so  much 
from  the  direct  mixture  of  venous  and  arterial  blood,  as 
from  overfilling  of  the  veins. 
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DISEASES  OF  THE  PERICARDIUM. 

PERICARDITIS. 

Definition. — Inflammation  of  t!ie  pericardium. 

Etiolog'y. — (I)  It  is  usually  sccoiidar>'  to  infectious  dis- 
eases, such  as  rlK'umatism,  chorea,  llie  specific  fevers,  sq)ti- 
cemia,  and  tuberculosis.  (2)  It  may  result  from  the  exten- 
sion of  inflammation  from  the  pleura,  lun^,  esophagus,  or 
the  heart  itself.  (3)  It  may  be  due  to  traumatism.  It  occa- 
sionally occurs  in  Hrij^hl's  disease.  The  organisms  most 
commonly  found  in  the  exudate  are  the  streptococci,  staphy- 
lococci, pneumoc(»cci,  and  tubercle  bacilli. 

Pathology. — In  the  early  stiges  the  membrane  is  red, 
sticky^  and  lustcrlcss.  An  exudate  is  soon  formed,  which 
may  be  serofibrinous,  fibrinous,  or  purulent. 

In  the  serofil)rinoug  form  there  is  but  little  inflammatory 
lymph,  the  exudate  being  composed  mainly  of  straw-colored 
flui<i  (from  a  few  mmces  to  two  pints  or  more),  which  in 
favorable  cases  is  gradually  absorbed. 

In  the  fibrinous  form  serum  is  scant.  The  membrane  is 
covered  willi  a  butter-like  exudate,  which  subsequently  or- 
ganizes into  fibrous  tissue  and  unites  more  or  less  firmly  the 
pericardial  surface^s.  In  some  cases  the  development  of 
fibrous  pericarditis  is  insidious  and  unattended  by  any  acute 
symptoms.  The  adhesions  offer  resistance  to  the  ventricu- 
lar contractions,  and  ultimately  induce  hypertrophy  and  dila- 
tation of  the  heart. 

In  the  purulent  form  the  sac  may  contain  from  a  few  ounces 
to  two  or  three  pints  of  pus.  Death  usually  results,  but 
evacuation  of  the  pus  is  occasionally  followed  by  union  of 
the  pericardia]  surfaces  and  slow  recover)'. 

In  all  forms  of  pericarditis  the  myocardium  is  more  or 
less  involved. 

Symptoms  of  Serofibrinous  Pericarditis. — The 
chief  symptoms  are  moderate  fever,  precordial  pain,  pal- 
pitation, drv'  cough,  and  dyspnea.  The  pulse  is  at  first 
rapid  and  forcible;  later,  weak  and  irregular. 

Physical  Signs. — The  only  typical  sign  of  the  first  stage 
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(dry  pericarditis)  is  a  rough,  to-and-fro  friction  rub,  usually 
heard  best  at  the  fourth  left  intercostal  space,  and  not  trans- 
mitted beyond  the  prccordium.  Pericardial  effusion  is  mani- 
fested by  several  definite  signs. 

Inspection. — The  prccordium  maybulgc»  especially  in  chil- 
dren. 

Palpation. — A  friction  fremitus  is  occasionally  fell.  The 
apex-beat  is  feeble  or  lost.  A  pulsation  is  sometimes  felt  in 
the  fourth  interspace  to  the  left  of  the  mammaiy  line. 

Prrcnssion. — There  is  a  large  pyramidal  area  of  dulness, 
with  the  apex  directed  upward.  A  triangular  area  of  dul- 
ncss  in  the  fifth  right  interspace  or  cardiohepatic  angle 
(Rotch's  sign)  is  a  trustworthy  sign.  A  dull  area  is  some- 
times detected  posteriorly  in  the  left  infrascapular  region. 

Auscultation. — The  heart-sounds  arc  indistinct  and  muffled. 
They  are  often  disproportionately  feeble  compared  with  the 
strength  of  the  pulse. 

Purulent  Pericarditis. — The  symptoms  are  those  of  sero- 
fibrinous pericarditis  plus  those  of  sepsi.s — irregular  fever, 
chills,  sweats,  pallor,  and  marked  leukoc>'to.«.is.  Occasionally 
the  precordial  tissues  are  edematous.  It  may  be  necessary 
to  aspinite  in  doubtful  cases. 

Adherent  Pericardium. — The  diagnosis  cannot  always  be 
made  during  life.  The  following  signs  are  suggestive: 
(l)  Enlargement  of  the  heart,  especially  of  the  right  ven- 
tricle; {2)  systolic  retraction  in  the  region  of  the  aixrx  and 
posteriorly  in  the  region  of  the  eleventh  and  twelfth  ribs 
(Broadbcnt's  sign);  (3!  collapse  of  the  cervical  veins  during 
diastole ;  (4)  fixation  of  the  apex-beat,  so  that  it  does  not 
move  with  respiration  or  change  in  posture;  (5)  the  pulsus 
paradoxus  (sec  p.  173).  With  these  signs  there  are  often 
symptoms  of  heart-failure — dyspnea,  cyanosis,  edema,  and 
hepatic  cnlnr<;enient. 

Dia^^osis. — Acute  Endocarditis, — The  endocardial  mur- 
mur is  soft,  not  harsh  ;  it  is  systolic  or  diastolic,  not  to  and 
fro ;  it  is  more  distant ;  it  is  heard  loudest  at  a  valve-point, 
not  at  the  base  of  the  heart ;  it  is  not  confined  to  the  prc- 
cordium, and  is  not  followed  by  signs  of  effusion. 

C&rdiac  hypertrophy  develops  slowly ;  the  impulse  is  pow- 
\t 
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erful,  tl\c  apex-beat  is  displaced  downward,  and  the  sounds 
are  loud. 

Oardiac  Dilatation. —  In  this  condition  the  area  of  dulness 
is  not  pyramidal  in  shajjc ;  the  cnlargeniL-nt  is  chiefly  down- 
ward and  doLS  not  extend  beyond  the  apcx-inipulsc,  as  in 
effusion;  the  impulse  is  usually  visible  and  undulatnry  ;  the 
line  of  demarcation  between  flatness  and  pulmonary  resonance 
Is  not  so  abrupt  as  in  effusion ;  and  the  sounds  arc  i:sually 
clear  and  sharp. 

Prognosis, — In  the  dry  and  serofibrinous  forms  the 
pr<»gnosis  is  good  under  favorable  conditions.  In  the  puru- 
lent form  the  outlook  is  extremely  grave.  The  fibrinous 
form,  though  not  immediately  fatal,  is  ver\'  serious  on  ac- 
count of  the  secondary  changes  that  it  induces  in  the  cardiac 
muscle. 

Treatment. — Absolute  rest  is  imperative.  Milk  is  the 
most  suitable  diet.  Locally,  an  ice-bag  is  serviceable. 
Leeching  is  beneficial  in  robust  subjects.  Blisters  are  useful 
when  there  is  great  pain.  Opium  is  often  necessary*  to  secure 
rest  and  to  allay  pain.  If  heart-failure  occurs,  such  stimu- 
lants as  whisky,  strychnin,  digitalis,  and  caflein  must  be 
employed. 

Pcncardial  Effuswn. — When  the  effusion  is  serous,  ab- 
sorption may  be  aided  by  the  appHcation  of  small  blisters, 
by  the  administration  of  diuretics. — infusion  of  digitalis, — 
and  by  the  administration  of  saline  purges.  Potassium  iodid 
is  of  doubtful  efficacy.  Diaphoretics,  particularly  pilocarpin, 
should  not  be  used.  When  pressure  symptoms  become 
urgent  or  the  efTusion  does  not  yield  after  a  thorough  trial 
to  the  measures  just  mentioned,  paracentesis  should  be  per- 
formed. The  most  suitable  site  for  the  puncture  is  in  the 
left  fifth  intercostal  space,  about  an  inch  or  an  inch  and  a 
half  from  the  edge  of  the  sternum. 

In  pericarditis  with  purulent  effusion  the  indications  are  to 
incise  the  sac  and  to  afTord  the  freest  possible  outlet  for  the 
pus.  The  mortality  of  incision  is  about  60  per  cent.  In 
adherent  pericardium  the  treatment  is  tJiat  of  dilatation. 
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OTHER  AFFECTIONS  OF  THE  PERICARDIUM. 

Hydropericardium   (dropsy   of  the  pericardium) 

resulls  I'rom  one  of  the  causes  of  general  dropsy,  esi)ect,illy 
heart  disease  or  nephritis.  The  physical  signs  are  those  of 
serofibrinous  pericarditis  in  the  sta^e  of  effusion. 

Hetnopericardium  (blood  in  the  i>ericardium)  may 
resuh  from  traumatism,  the  rupture  of  an  aneurj-sm,  or  the 
rupture  of  the  heart  itself.  In  cancerous  and  tuberculous 
pericarditis  the  serous  exudate  is  often  more  or  less  bloody. 

Pnemnopericarditiin  (air  in  the  pericardium)  is 
very  rare.  It  may  result  from  traumatism  or  the  rupture  of 
a  neighboring  air-containing  organ.  Thus  it  may  be  pro- 
duced by  pneumopyothorax,  a  phthisic  cavity,  or  ulceration 
of  the  esophagus  or  stomach. 


DISEASES  OF  THE   HEART. 

ENDOCARDITIS. 

(Valvulitis,  i 

Definition. — Inflammation  of  the  lining  membrane  of 
the  heart.     The  process  is  usually  confined  to  the  valves. 

Varieties. — ( l)  Simple,  benign,  or  verruco.se  endocarditis. 
This  begins  as  an  acute  affection,  but  usually  leads  to  chronic 
sclerotic  valvular  disease.  (2)  Ulcerative  or  malignant  endo- 
carditis. No  sharp  line,  either  cHnically  or  anatomically, 
can  be  drawn  between  this  and  simple  endocarditis.  The 
terms  ulcerative  and  malignant  are  used  to  designate  a  more 
intense  infection.  (3)  Chronic  or  sclerotic  endocarditis.  This 
may  be  the  continuation  of  acute  endocarditis  or  it  may  be 
chronic  from  the  outset. 

BtiolO£;y. — AcuU  endocarditis  usually  results  from  acute 
articular  rheumatism,  one  of  the  infectious  fevers,  chorea,  or 
septicemia.  Gonorrhea,  tuberculosis,  and  Bright's  disease 
are  occasional  causes.  At  least  40  per  cent,  of  all  cases  of 
acute  articular  rheumatism  arc  complicated  with  endocarditis. 
The  young  are  more  liable  to  be  attacked  than  the  old. 
Sixty-two  of  'j'^  fatal  cases  of  chorea  collected  by  Osier 
showed  endocarditis.  Of  the  infectious  fevers,  scarlatina 
and  pneumonia  are  most  prone  to  heart  complications. 
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The  uiceratwe  l>'pc  is  prone  to  develop  on  valves  already 
the  seat  of  chronic  inflammation,  but  it  may  be  primary.  It 
generally  follows  septicemia,  pneumonia,  pncumococcus 
meningitis,  gonorrhea,  or  one  of  the  specific  fevers.  It  is 
very  rarely  due  to  rheumatism  or  chorea.  The  micro- 
organisms must  frcquciUly  dett-ctcd  in  the  lesions  are  the 
staphylococcus,  streptococcus,  and  the  pncumococcus. 

Chronic  endocarditis  may  be  congenital,  may  follow  an 
acute  attack,  or  may  result  directly  from  chronic  rheuma- 
tism, gout,  alcoholism,  syphilis,  or  chronic  nephritis.  Severe 
muscular  strain  sometimes  induces  it, 

Pathology. — Postnatal  endocarditis  most  commonly  in- 
volves the  valves  of  the  left  side  of  the  heart.  Prenatal 
endocarditis  most  commonly  involves  the  valves  of  the  right 
side  of  the  heart. 

In  simple  endocarditis  the  surface  of  the  valve  becomes 
red,  swollen,  and  lustcrlcss.  I-ater.  a  row  of  bead-like 
vegetations  (thrombi)  appears  along  the  line  of  maximum 
contact,  which  is  about  2  mm.  from  the  free  margin  of  the 
valve.  Microscopically,  the  endothelium  beneath  the  vege- 
tations .shows  evidence  of  necrosis,  and  the  adjacent  tissue,  a 
round-cell  infiltration.  The  vegetations  may  be  whipped 
off  by  the  blood-current  and  carried  to  distant  organs,  as  the 
brain,  kidney,  or  spleen  ;  but  in  the  vast  majority  of  cases,  if 
life  is  preserved,  they  arc  gradually  replaced  by  fibrous 
tissue  {chronic  cndocardi/is),  which  not  only  thickens  the 
valves,  but,  by  contracting,  so  shortens  and  di.storts  them 
that  they  are  rendered  in  one  instance  obstructive  to  the 
onward  flow  of  blo<id.  and  in  another  incompetent  to  close 
the  orifice  over  which  they  preside.  Finally,  the  process  is 
completed  by  the  valve  becoming  the  seat  of  calcareous 
infiltration  and  by  the  new  fibrous  tissue  undergoing  fatty 
and  hyaline  degeneration. 

The  myocardium  is  probably  more  or  less  involved  in 
every  case  of  endocarditis. 

The  ulcerative  t>'pe  is  characterized  by  more  extensive 
necrosis,  the  development  of  ulcers,  and  the  passage  into  the 
circulation  of  septic  emboli. 

Symptoms  of  Acate  Simple  Endocarditis. — Sub- 
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jective  phenomena  are  often  absent,  and  auscultation  may 
furnish  the  only  indication  of  endocarditis— namely,  a  pro- 
longation of  the  heart-sound»  which  later  develops  into  a 
distinct  murmur. 

In  many  cases  fever,  an  irregular  and  rapid  pulse,  palpita- 
tion, precordial  distress,  and  dyspnea  are  associated  symp- 
toms. 

Symptoms  of  Acute  Ulcerative  Endocarditis. — 
The  general  symptoms  may  resemble  those  of  septicemia  or 
typhoid  fever.  Thus,  there  may  be  moderately  high  and 
irregular  fever,  profuse  sweats,  chills,  leukocytosis,  delirium, 
and  stu|H)r.     Diarrhea  is  not  uncommon. 

Cardiac  Symptoms. —  There  may  be  precordial  pain,  palpita- 
tion, dyspnea,  a  rapid  and  irregular  pulse,  and  a  murmur  at 
one  or  other  of  the  valve-points.  This  murmur  is  prone  to 
change  considerably  in  intensity  and  in  timbre  from  day  to 
day.  Occasionally  there  is  no  murmur  or  other  evidence 
of  cardiac  inflammation. 

3.  Embolic  Symptoms. — Emboli  in  the  peripheral  vessels 
may  occasion  a  petechial  rash  ;  renal  embolism  may  occasion 
hematuria;  splenic  embolism,  a  painful  enlargement  of  the 
spleen  ;  and  cerebral  embolism,  paralysis. 

Diagnosis. — Typhoid  Fever. — The  gradual  onset,  the 
more  regular  fever,  the  abdominal  symptoms,  the  roscoJar 
rash,  the  Widal  reaction,  the  bronchial  catarrh,  the  early  en- 
largement of  the  spleen,  and  the  absence  of  leukocytosis  and 
of  embolic  phenomena  will  serve  to  separate  typhoid  fe\'cr 
from  ulcerative  endocarditis. 

Halarial  Tever. — This  may  be  recognized  by  the  presence 
of  the  malarial  parasite  in  the  blood. 

Prognosis. — Acute  simple  endocarditis  does  not  often 
prove  fatal,  but  it  rarely  leaves  the  valve  undamaged.  Under 
favorable  conditions,  however,  compensator>'  hypertrophy  of 
the  heart  ensues  and  good  health  is  preserved  for  an  indefi- 
nite {)eriod.  Rapid  dilatation  of  the  heart  indicates  concur- 
rent myocarditis  and  is  a  serious  sign.  Ulcerative  endocarditis 
generally  proves  fatal  in  from  one  to  eight  weeks.  Occa- 
sionally the  disease  lasts  several  months. 

Treatment. — The   treatment   of   acute   endocarditis  is 
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mainly  that  of  the  causal  condition.  Prolonged  and  complete 
rest  is  of  the  greatest  importance.  The  patient  should  be 
confined  to  bed  not  only  during  tlie  attack,  but  for  several 
weeks  after  it  has  subsided,  in  order  to  allow  sufficient  time 
for  the  damage  to  be  repaired  or  for  compensator)'  hyper- 
trophy to  be  established. 

Externally,  an  ice-bag  is  often  useful  in  allaying  excitement 
of  the  heart.  Mild  mercurial  or  saline  aperients  may  be 
used  fron)  time  to  time  for  their  depurative  effect.  Digitalis 
may  be  of  service  when  the  pulse  is  weak  and  irregular,  but 
generally  it  is  not  indicated.  Heart-failure  is  to  be  combated 
by  such  stimulants  as  alcohol,  ammonia,  strychnin,  and 
caffein.  Repeated  vesication  and  the  prolonged  use  of 
potassium  iodid  have  been  warmly  advocated. 
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CHRONIC  VALVULAR  DISEASE. 

PERIOD  OF  COMPENSATION. 

Compensation  is  effected  by  an  increase  in  the  strengtl 
and  size  of  certain  cardiac  chambers  sufficient  to  enable  the 
arterial  system  to  receive  its  normal  supply  of  blood,  notwith- 
standing obstruction  or  regurgitation  at  one  or  more  of  the 
valves. 

The  duration  of  this  period  is  indefinite,  and  depends 
largely  on  the  amount  of  damage  sustained  by  the  heart  and 
the  hygienic  conditions  to  which  the  patient  is  subjected. 

During  perfect  compensation  endocarditis  is  indicated  by 
physical  signs,  symptoms  being  entirely  absent. 

Aortic  Stenosis  or  Aortic  Obstruction. — Definition. — 
Obstruction  to  the  flow  of  blood  into  the  aorta  from  thicken- 
ing or  adhesion  of  the  aortic  segments.  Uncomplicated  aortic 
stenosis  is  a  rare  lesion.    It  occurs  usually  in  elderly  persons. 

Physical  Si^ns. — Inspection. — If  the  heart  is  strong,  the 
apex-beat  is  forcible  and  is  noted  downward  and  to  the  left. 

Palpation  confirms  inspection,  and  often  detects  a  systolic 
thrill  at  the  base  of  the  heart. 

Percussion  may  yield  an  increased  area  of  cardiac  dulness, 
especially  to  the  left. 

Auscultation. — There  is  a  harsh  systolic  murmur,  heard 
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best  in  the  second  right  intercostal  space,  and  transmitted  in 
the  larse  vessels  of  the  neck.  The  aortic  second  sound  is 
often  inaudible  or  verj'  iceble. 

PuUi\ — The  pulse  is  apt  to  be  small  and  infrequent ;  the 
vvave  is  long  and  slow  to  rise  {^pulsus  tardus). 

Compensation. — F"rom  obstruction  to  the  outflow  of  blood 
the  left  ventricle  becomes  hypertrophied. 

Se(iuence.— Mitral  regurgitation.  Weakening  and  dilata- 
tion of  the  left  ventricle  prevent  perfect  closure  of  the  mi- 
tral orifice,  and  relative  insufficiency  results. 

Diagnosis. — The  harshness  of  the  murmur,  weakness  of 
the  second  sound,  palpable  thrill,  enlargement  of  the  left 
ventricle,  and  especially  the  characteristic  pulse  will  serve 
to  distinguish  this  murmur  from  a  basilar  systolic  murmur 
caused  by  anemia  or  aortic  atheroma. 

Aortic  Insufficiency  or  Aortic  Regurgitation, — 
Definition. — Failure  of  the  aortic  valves  to  prevent  a  return 
of  blood  to  the  ventricle,  from  rupture  or  inflammatory 
contraction  of  the  segments,  or  from  dilatation  of  the  orifice. 
It  is  most  frequently  seen  in  middle-aged  men,  especially  in 
those  who  have  done  hard  manual  work. 

Physical  Si^s. — Inspection. — The  apex-beat  is  forcible, 
and  displaced  downward  and  to  the  left.  There  is  often 
bulging  of  the  precordium. 

Palpation. — This  confirms  inspection. 

Percussion. — There  is  a  marked  increase  in  the  area  of 
cardiac  dulness,  especially  toward  the  left  and  downward. 

Auscultation. — There  is  a  diastolic  murmur,  heard  most 
distinctly  in  the  second  right  intercostal  space,  and  trans- 
mitted down  the  sternum  and  toward  the  apex.  A  pre- 
systolic murmur  (Flint  murmur)  is  sometimes  heard  at  the 
apex.  It  is  probably  due  to  the  impact  of  the  regurgitant 
stream  upon  the  anterior  mitral  leaflet. 

Pulse. — The  arteries,  especially  the  carotids,  brachials,  and 
radials,  pulsate  visibly.  Palpation  detects  the  "  waler-liam- 
mcr  "  or  Corrigan's  pulse — /".  e.,  a  short,  full,  and  receding 
pulse. 

The  extreme  cardiac  enlargement  makes  the  pulse  full, 
and  the  prompt  leakage  back   into   the  ventricle   makes  it 
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short  and  receding.  Elevation  of  the  arm  during  palpation 
of  the  radial  artery  makes  this  pulse  more  apparent,  as  the 
position  favors  regurj^itation,  A  capillar>'  pulse  is  sometimes 
present.  It  may  be  noted  at  the  root  of  the  finger-nail  by 
an  alternate  blushing  and  paling,  synchronous  with  the 
heart-beats. 

CompenBation. —  Dilatation  and  hypt:rtrophy  of  the  left 
ventricle.  Dilatation  results  from  ttie  reception  of  such  a 
large  quantity  uf  blood  during  diastole,  and  hypertrophy 
follows  from  the  increased  effort  which  the  ventricle  must 
put  forth  in  emptying   itself  of  this  extra  quantity  of  blood. 

This  extremely  dilated  and  hypcrtrophied  heart  has  been 
called  the  cor  btyvinnm,  or  ox-heart. 

Sequence. — Mitral  reg»irgitation.  The  dilatation  and 
weakening  of  the  verUricle  prevent  perfect  closure  of  the 
mitral  orifice,  and  relative  insuflFiciency  results. 

Mitral  Stenosis  or  Mitral  Obstmction.— Defiiiltion. 
— Obstruction  to  the  flow  of  blood  tlirougli  the  mitral  orifice, 
from  thickening  or  adhesion  of  the  mitral  segments. 

It  is  usually  seen  in  early  life,  and  is  more  common  in 
females  than  in  males. 

Physical  Signs. — Inspection. — The  apex-beat  is  not  much 
displaced.  There  is  sometimes  bulging  over  the  lower  part 
of  the  sternum. 

Palpatkm. — There  is  a  rough  presystolic  thrill  near  the 
apex. 

Pvrcussum. — The  area  of  dulness  is  increased  to  the  right 
of  the  sternum. 

Auscultation. — A  presystolic  murmur  is  heard  a  httle 
within  the  apex,  and  is  not  transmitted.  This  murmur  is 
prolonged,  rough,  and  churning  in  character,  increases  in 
loudness  as  it  approaches  the  first  sound,  and  ends  in  an 
abrupt  systolic  shock.  The  pulmonic  second  sound  is 
accentuated. 

P}ilsc, — During  the  period  of  compensation  the  pulse 
is  small  and  regular.  After  failure  of  compensation  there 
is  often  extreme  irregularity,  both  in  force  and  in  rhythm. 

Oompensation. — From  obstruction  to  the  outflow  of  blood 
the  left  auncle  becomes  enlarged ;   when  it  loses    power, 
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the  blood  accumulates  in  the  lung,  and  to  overcome  this 
pulmonary  resistance  the  right  ventricle  becomes  hyper- 
trophied. 

There  is  no  strain  on  the  left  ventricle,  and  hence  that 
chamber  is  not  enlarged. 

Sequence. — Tricuspid  regurgitation.  Dilatation  of  the 
right  ventricle  prc-vents  perfect  closure  of  the  tricuspid 
orifice,  and  relative  insufficiency  results. 

BiagnoaU. — The  loud  systolic  shock,  accentuation  of  the 
pulmonic  second  sound,  and  enlargement  of  the  right  ven- 
tricle will  serve  to  distinguish  tliis  murmur  from  the  Fitnt 
murmur  (see  p.  1 83). 

Mitral  Insufficiency  or  Mitral  Regurgitation. — 
Deflnition. — Imperfect  closure  of  the  mitral  orifice  from 
rupture  or  inflammatory  contraction  of  the  mitral  segments  ; 
or  from  dilatation  or  weakening  of  the  left  ventricle,  pre- 
venting perfect  coaptation  of  normal  valves.  Mitral  regur- 
gitation is  the  most  frequent  of  the  valvular  defects. 

Physical  Signa. — fitspection, — The  apc.x  is  usually  to  the 
left  and  downward.  There  may  be  bulging  of  the  precor- 
dium.     Palpation  confirms  inspection. 

Peratssion. — The  area  of  dulness  is  increased  transversely, 
especially  toward  the  right 

Auscultation, — The  murmur  is  systolic,  loudest  at  the 
apex,  and  transmitted  to  the  left  axilla  and  angle  of  the 
scapula.     The  pulmonic  second  sound  is  accentuated. 

Pulse. — During  the  period  of  compensation  the  pulse 
may  be  full  and  regular.  It  usually  becomes  quite  irreg- 
ular when  the  heart  weakens. 

Compensation. — The  left  auricle  enlarges  from  the  extra 
amount  of  blood  that  it  receives ;  when  it  weakens,  the 
lungs  become  congested  and  right  ventricular  hypertrophy 
follows. 

The  left  ventricle  also  becomes  hypertrophied,  from  its 
effort  to  move  the  large  quantity  of  blood  which  it  receives 
from  the  distended  auricle  during  each  diastole. 

8eq.aeDce. — Tricuspid  regurgitation.  Weakening  and  di- 
latation of  the  right  ventricle  prevent  perfect  closure  of  the 
tricuspid  orifice. 
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Tricuspid   Stenosis  or  Tricuspid   Obstruction. 

Tills  lesion  is  extremely  rare,  and  difficult  to  distinguish 
from  mitral  stenosis,  with  which  it  is  usually  associated.  It 
gives  rise  to  a  transverse  enlargement  of  the  heart  and  a 
presystolic  murmur,  which  is  heard  loudest  over  the  base 
of  tlie  cnsiform  cartilage. 

Tricuspid  Insufficiency  or  Tricuspid  Regurgita- 
tion.— Definition. —  Impcrfccl  closure  of  the  tricu^pid  orifice 
from  inflammatory  shortening  of  the  valves ;  or,  more  com- 
monly, from  dilatation  of  the  right  ventricle  secondary  to 
mitral  disease  or  to  chronic  lung  disease. 

Physical  Signs. — The  characteristic  signs  are  enlargement 
of  the  heart,  especially  to  the  right  of  the  sternum  ;  a  sys- 
tolic murmur,  loudest  over  the  lower  portion  of  the  ster- 
num; a  systolic  pulse  in  the  jugular  veins  and  in  the  liver. 

Pulmonary  Stenosis  or  Pulmonary  Obstruction. — 
This  very  rare  lesion  is  always  congenital.  It  may  be  sus- 
pected when  there  are  marked  enlargement  of  the  right 
ventricle,  a  systolic  murmur  in  the  second  left  intercostal 
space  which  is  not  transmitted  into  the  vessels  of  the  neck, 
a  systolic  thrill  in  the  same  area,  and  persistent  cyanosis. 

Pulmonary  Insufficiency  or  Pulmonary  Regurgi- 
tation.— This  is  very  rare,  and  is  ustialh'  congenital.  It  pro- 
duces a  diastolic  murmur  in  the  second  left  intercostal  space. 

PERIOD  OF  BROICEN  COMPENSATION. 

Broken  comyx^nsation  usually  results  from  :  (i)  Increasing 
damage  to  the  valves  ;  (2)  senilit\%  leading  to  arterial  and  car- 
diac degeneration  ;  (3)  some  intercurrent  disease,  throwing 
additional  strain  on  the  heart;  or (4)  undue  physical  exertion. 

During  this  period  subjective  symptoms  appear.  In  car- 
diac insufficiency,  no  matter  what  the  orij^ina!  valvular  lesion 
may  have  been,  the  heart  becomes  unable  to  fill  the  arte- 
ries, and  the  blood  is  dammed  back  in  the  lungs,  and  venous 
cong"estion  of  the  orfjans  follows. 

Symptoms. — Pulmonary  congestion  produces  dyspnea, 
hemoptysis,  and  often  chronic  bronchial  catarrh  with  cough 
and  expectoration. 

Hepatic,  stomachic,  and  intestinal   congestion   produces 
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dyspepsia.  Renal  congestion  produces  scanty,  albuminous 
urine,  and  later  nephritis. 

General  venous  congestion  produces  cyanosis  and  dropsy. 
The  latter  is  first  noted  in  the  feet. 

Disturbances  of  the  cerebral  circulation  produce  head- 
ache, vertigo,  and  syncopal  attacks. 

In  aortic  disease,  especially  aortic  stenosis,  cerebral  symp- 
toms are  often  marked.  In  mitral  disease  pulmonary  symp- 
toms are  usually  marked. 

Prognosis  of  Chronic  Valvular  Affections. — The 

extent  of  damage  can  never  be  accurately  determined  by 
the  quality  or  intensity  of  the  murmur. 

All  things  being  equal,  the  following  is  probably  the 
order  of  gravity  of  the  various  valvular  lesions:  (i)  Tricus- 
pid regurgitation  ;  (2)  aortic  regurgitation  ;  (3)  mitral  steno- 
sis;  (4)  aortic  stenosis;  and  (5)  mitral  regurgitation.  Sudden 
death  i.s  rare,  except  in  aortic  regurgitation. 

The  following  conditions  are  unfavorable  :  Early  child- 
hood, advanced  years,  distinct  liability  to  recurring  attacks 
of  rheumatism,  great  cardiac  enlargement,  irregular  heart- 
action,  symptoms  of  pulmonarj',  gastric,  and  renal  conges- 
tion, and  poor  hygienic  surroundings. 

In  proportion  to  the  absence  of  these  conditions  the 
prognosis  becomes  favorable.  In  many  cases  life  is  not 
materially  shortened. 

Treatment. — When  compensation  is  well  maintained, 
the  treatment  should  be  purely  hygienic. 

Stage  of  Broken  Compensation. — Absolute  rest  is  the  most 
important  element  in  the  treatment.  The  diet  should  be 
nutritious  but  readily  digestible.  In  some  cases  it  may  be 
well  to  restrict  the  diet  for  a  time  to  milk,  giving  3  or  4 
ounces  every  two  hours.  The  most  reliable  cardiac  stimu- 
lant is  digitalis  (10  to  20  minims  of  the  tincture  two  or  three 
times  a  day).  It  may  be  given  in  any  form  of  valvular  dis- 
ease when  there  are  dyspnea,  edema,  deficient  urination, 
and  a  frequent,  weak,  irregular  pulse.  Strophanthus.  spar- 
tein,  ;ind  caflTein  sometimes  succeed  when  digitalis  fails. 
Strychnin  is  the  most  valuable  adjuvant  to  digitalis,  espe- 
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cially  when  there  are  degenerative  chanj^es  in  the  heart. 
Mercurial  and  saline  aperients  are  useful  in  lowering  venous 
tension,  and  without  their  aid  digitalis  may  fail.  When  the 
right  ventricle  is  greatly  overdistended  and  cyanosis  is 
marked,  venesection  to  the  extent  of  a  pint  or  more  may 
prove  life-saving.  Iron  and  arsenic  are  very  serviceable 
when  there  is  anemia.  They  may  sometimes  be  combined 
advantageously  with  digitalis  and  strychnin,  as  in  the  follow- 
ing piLi : 

Si.     Acidi  arsenusi ■•--£'•  i 

Mas.%Ee  ferri  carbonatia gr.  xx 

Slrycbninae  sulpliatis yr.  &' 

Pulvcris  digitalis      .......  ^t.  \~x\. — M. 

Fiukt  pilula:  No.  \x. 

Sic— One  pill  after  mcaU. 

Special  Symptoms. — Dropsy. — The  most  useful  measures 
arc  hydragogue  cathartics  (salines  in  concentrated  solution; 
compound  jalap  powder.  30  to  40  grains ;  and  elaterium. 
\  grain);  diuretics  (digitalis,  caflTein,  vegetable  salts  of  potas- 
sium);  the  application  of  smooth,  firm  bandages  to  the  limbs ; 
the  introduction  of  fine  silver  cannula:  (Southey's  tubes),  and 
incisions  behind  the  ankles. 

Dyspnea  may  yield  to  cupping,  sinapisms,  the  administra- 
tion of  HofiTmann's  anodyne,  and.  in  cases  of  high  arterial 
tension,  to  nitrites.  Morphin  is  especially  useful  in  relieving 
nocturnal  dyspnea. 

Restlcssftt'ss  and  Insomnia. — On  the  whole,  morphin 
(i  g™'")  ^^^h  atropin  (y^^  grain)  is  the  best  sedative.  Tri- 
onal,  bromids,  and  chloralamid  are  worthy  of  confidence. 

Pain. — Temporary'  oppression  is  often  relieved  by  warm 
or  cold  applications  and  the  administration  of  Hoffmann's 
anodyne.  Severe  continuous  pain  may  yield  to  leeching  or 
blistering.  In  anginoid  pains  nitrites  and  potassium  iodid 
are  often  efficacious. 

Snddin  htart-failure  must  be  met  by  tlie  administration 
of  diffusible  stimulants,  such  a^j  ammonia,  whisky,  and  ether 
The  application  of  heat  to  the  precordiuin  is  useful 
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Varieties.— (r)  Simple  Hypertrophy. — The 


muscle  of  the 
heart  is  increased  in  thickness,  but  the  cavities  arc  of  normal 
size. 

(2j  liecentric  Hypertrophy  {^Hypertrophy  with  Ditatatioit). — 
The  muscle  is  thickened  and  the  cavities  are  increased  in 
size. 

(3)  Simple  Dilatation. — The  muscle  is  thinned  and  the 
cavities  are  increased  in  size. 

Etiology.— //j/(rm>/>/( I' is  always  tlie  result  of  increased 
demands  upon  the  functions  of  the  heart.  Thus,  it  may  be 
due  to — (l)  Valvular  disease;  {2}  abnormal  resistance  in 
the  peripheral  circulation,  as  in  arteriosclerosis  and  chronic 
Bright's  disease  (left  ventricle) ;  (3)  abnormal  resistance  in 
the  pulmonary  circulation,  as  in  emphysema  and  cirrhosis 
of  the  lung  (right  ventricle) ;  (4)  prolonged  exertion,  as  in 
athletes;  (5)  long-continued  palpitation  or  tachycardia,  as  in 
exophthalmic  goiter  or  tobacco  heart ;  (6)  interference  with 
the  ventricular  contractions  by  pericardial  adhesions. 

Dilatation  of  the  heart  results  from  the  same  causes.  It 
is  more  apt  to  occur  than  hypertrophy  when  the  demands 
arc  sudden  and  severe,  or  when  they  fall  upon  a  heart  the 
walls  of  which  are  already  degenerated. 

Pathology.— In  hypertrophy  the  muscle  of  the  heart  is 
firm  and  of  a  dark-red  color.  The  normal  weight  (8  or  g 
ounces)  may  be  doubled  or  trebled.  When  the  left  ventricle 
is  chiefly  involved,  the  organ  is  increased  in  length.  When 
the  right  ventricle  is  chiefly  involved,  the  organ  becomes 
more  globular.  Microscopically,  the  fibers  are  increased  in 
size  and  in  number. 

In  dilatation  the  heart  muscle  is  softer,  more  flabby,  and 
often  lighter  in  color  from  degenerative  changes. 

Symptoms. — Hypertrophy. — Unless  the  hj'^pcrtrophy  is 
more  than  compensator^',  no  symptoms  result.  Excessive 
hypertrophy  may  give  rise  to  precordial  distress  and  symp- 
toms of  cerebral  hyperemia — headache,  tinnitus  aurium, 
fla'ihcs  of  light,  etc. — and  the  following  physical  signs : 
bulgrjng  of  the  precordium,  a  heaving  impulse,  displacement 
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of  the  apex -beat  downward  and  to  the  left,  an  increase  in 
the  area  of  cardiac  dulness,  a  loud,  booming  first  sound, 
accentuation  of  the  aortic  second  sound  or  of  the  pulmonic 
second  sound,  according  as  the  hypertropliy  involves  the 
left  or  right  ventricle,  and  a  strong,  full  pulse. 

Diiatation  also  gives  signs  of  cardiac  enlargement,  but  the 
impulse  is  feeble  or  imperceptible,  the  first  sound  ts  short 
and  weak  (clicking),  the  pulse  is  rapid  and  feeble,  and  often 
irregular  or  intermittent,  and  usually  there  are  symptoms  of 
venous  congestion — dyspnea,  cough,  edema,  flatulent  dj's- 
pepsia,  and  deficient  urination.  Soft  systolic  murmurs,  the 
result  of  relative  mitral  or  tricuspid  insufficiency,  may  be 
heard. 

Treatment. — In  hypertrophy  treatment  is  rarely  called 
for.  Mercurial  and  saline  aperients  are  useful  in  lowering 
arterial  tension.  Aconite  may  be  used  cautiously.  The 
cerebral  symptoms  will  generally  yield  to  bromids  or  to 
vasodilators,  like  the  nitrites. 

The  treatment  of  dilatation  is  for  the  most  part  that  of 
valvular  disease  in  the  stage  of  broken  compensation.  Digi- 
talis, strophanthus,  and  strychnin  are  the  most  reliable 
remedies  in  chronic  cases.  In  acute  cases  diffusible  stimu- 
lants— alcohol,  ether,  ammonia — will  be  required.  When 
the  right  heart  is  especially  embarrassed  and  there  is  or- 
thopnea with  cyanosis,  venesection  is  often  of  the  greatest 
value. 

ACUTE  MYOCARDITIS. 

Definition. — Acute  inflammation  of  the  heart  muscle. 

Etiolog^y. — It  results  from  the  same  causes  as  acute 
endocarditis. 

Pathology.  —It  is  usually  a,ssociatcd  with  endocarditis 
or  pericarditis.  Occasionally  the  myocardium  is  the  only 
part  of  the  heart  affected.  The  inflammator>^  process  is 
always  accompanied  with  more  or  less  parenchymatous  or 
fatty  changes  in  the  muscle-fibers.  The  essential  lesion  is 
the  infiltration  of  the  interstitial  tissue  with  round  cells. 

Symptoms.— The  symptoms  are  often  masked  by  the 
primary  disease.     Dyspnea,  precordial  distress,  palpitation, 
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pallor,  a  feeble  impulse,  a  rapid,  weak,  irregular,  and  un- 
stable pulse,  and  muffling  of  the  heart-sounds  may  suggest 
the  condition.     The  heart  may  or  may  not  be  dilated. 

Treatment. — The  treatment  is  that  of  acute  endocarditis. 
Cardiac  stimulants — strychnin,  alcohol,  ammonia,  camphor, 
and  cafTein — are  indicated. 


CHRONIC  MYOCARDIAL  DISEASE. 

The  chief  chronic  alTcctions  of  the  myocardium  are  fatty 
infiltration,  fatty  degeneration,  and  fibroid  induration  (chronic 
interstitial  myocarditis). 

Fatty  Inflltration. — This  consists  in  an  excess  of  the  fat 
which  is  normally  present  '\\\  variable  amounts  beneath  the 
epicardium,  especially  along  the  blood-vessels  and  in  the 
grooves.  In  advanced  cases  the  fat  is  also  found  between 
the  muscle-fibers.  The  latter  may  remain  normal  for  a  long 
period,  but  ultimately,  owing  to  compression,  they  undergo 
atrophy  and  fatty  degeneration.  Fatty  infiltration  results 
from  the  cau^s  which  lead  to  general  obesity.  Thus,  it  may 
be  induced  by  an  hercditar>'  tendency,  by  overeating  and 
drinking,  and  by  sedentary  habits. 

Fatty  Degeneration. — This  is  a  degeneration  of  the  mus- 
cle-fibers themselves,  with  the  formation  of  fat.  !t  is  fre- 
quently due  to  local  anemia  from  sclerosis  of  the  coronary 
arteries ;  it  follows  hypertrophy  in  valvular  disease ;  it  is  a 
common  result  of  malnutrition  from  old  age,  wasting  dis- 
eases, or  grave  anemia;  it  is  associated  with  parenchymatous 
degeneration  (cloudy  swelling)  in  severe  infections  ;  it  occurs 
also  in  acute  mineral  poisoning,  as  by  phosphorus,  antimony, 
or  arsenic. 

The  muscle  of  the  heart  is  pale,  soft,  and  flabby,  and  feels 
greasy  to  the  touch.  Microscopically,  the  fibers  arc  found 
filled  with  small,  dark  fat-granules. 

Fibroid  Induration. — This  is  met  with  as  a  replacement 
fibrosis  secondary  to  sclerosis  of  the  coronary  arteries.  It 
may  be  secondary,  however,  to  chronic  endocarditis  or  peri- 
carditis. The  indirect  causes  are  old  age,  gout,  alcoholism, 
syphilis,  and  rheumatism. 
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Symptoms  of  Fatty  Infiltration. — In  fatty  infiltration 
symptoms  arc  not  marked  unless  the  muscle-fibers  them- 
selves are  affected.  It  may  be  suspected  in  an  obese  sub- 
ject, when  the  only  symptoms  present  are  dyspnea  on 
exertion,  palpitation,  weak  heart-sounds,  and  a  feeble  but 
regular  pulse. 

Symptoms  of  Fatty  Degeneration  and  of  Fibroid 
Induration. — These  lwt>  conditions  cannot  be  differentiated 
clinically.  The  symptoms  are  ver>'  variable.  There  is  oflen  a 
sense  of  oppression  or  discomfort  in  the  region  of  the  heart. 
Attacks  of  attgitia  pectoris  may  occur.  Dyspnea  is  rarely 
absent.  Toward  the  end  Cheyne-Stokes  breathing  may  de- 
velop. The  pitise  is  usually  zvcak  and  irregular,  both  in 
force  and  in  rhythm  ;  sometimes  it  is  intermittent,  and  occa- 
sionally it  is  extremely  slow  (40  or  50  a  minute).  The  first 
sound  of  the  heart  is  feeble  and  muffled ;  the  second  aortic 
sound  is  often  relatively  accentuated.  The  heart  is  not  neces- 
sarily enlarged.  There  may  be  no  murmurs,  but  a  systolic 
murmur  is  often  heard  at  the  apex  in  consequence  of  relaxa- 
tion of  the  mitral  sphincter.  There  may  be  edema  of  the  feet, 
and  even  anasarca.  Progressive  iveakness  and  pallor  often 
develop  from  increased  venous  tension  and  interference  with 
absorption.  Attacks  of  asystole  (orthopnea,  cyanosis,  pul- 
monarj'  edema,  and  delirium  cordis)  are  occasionally  ob- 
served. In  rare  instances  the  Adams-Stokes  syndrome  (i>er- 
manent  slowness  of  pulse  with  syncopal  or  vertiginous 
attacks)  is  present. 

The  history,  age  of  the  patient,  and  condition  of  the  arteries 
must  also  be  considered  in  making  the  diagnosis. 

Prognosis. — Serious.  Sudden  death  may  occur  at  any 
lime. 

Treatment  of  Fatty  and  Fibroid  Heart. — laborious 
work,  mental  strain,  and  excitement  should  be  avoided,  as  far 
as  possible.  The  diet  should  be  simple  and  easily  digestible. 
When  the  pathologic  changes  are  not  far  advanced,  and  par- 
ticularly if  they  consist  in  fatty  overgrowth  rather  than  in  de- 
generation of  the  muscle-fibers,  graduated  exercise,  coupled 
with  warm  saline  baths,  as  in  the  well-known  Nauheim  treat- 
ment, may  be  very  efficacious.   Constipation  must  be  relieved. 
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As  to  special  treatment,  strychnin  (^  to  ^^  grain  thrice 
daily)  is  the  most  ijcncrally  useful  drug.  When  there  is 
anemia,  iron  and  arsenic  arc  excellent  adjuvants.  Nitrites 
are  beneficial  in  cases  with  high  arterial  tension,  anginoid 
pains,  or  cardiac  asthma.  Digitalis  is  ser\iceablc  in  some 
cases ;  it  should  be  given  cautiously,  however,  aiid  in 
small  doses. 

ANGINA  PECTORIS. 

'Neuralgia  of  the  Heart;  Stenocardia.) 

Definition. — A  symptomatic  aflcction  most  commonly 
associated  with  occlusion  of  the  coronar>'  arteries  and  de- 
generation of  the  myocardium,  and  characterized  by  severe 
paroxysmal  pain  in  the  region  of  the  heart  and  a  sense  of 
imminent  death. 

Etiology. — It  usually  develops  after  middle  life,  and  is 
ver)'  mucli  more  common  in  men  than  in  women.  The  pre- 
disposing causes  arc  those  of  arteriosclerosis — 1.  r..  alcohol- 
ism, gout,  and  syphilis.  In  some  instances  an  hereditary 
tendency  has  been  noted,  and  not  infrequently  the  attacks 
have  been  preceded  by  prolonged  menial  anxiet^^ 

A  false  angina  ( /'.wv/^/t^-^^/Tif/w*/ />/r/i»rw)  is  sometimes  asso- 
ciated with  hysteria,  reflex  irritation,  or  the  excessive  use  of 
tobacco. 

Pathology. — Obstruction  of  the  coronary  arteries  from 
atheroma,  thrombosis,  or  embtilism,  with  resultant  degenera- 
tion o^  the  myocardium,  is  the  condition  usually  found  after 
death 

Symptoms. — The  attacks  are  usually  excited  by  strong 
emotion,  muscular  effort,  or  flatulent  indigestion,  and  are 
characterized  by  agonizing  pain,  radiating  from  the  heart 
to  the  shoulder  and  arm  (usually  the  left),  a  sense  of  im- 
pending death,  imniobilit)-  of  the  body.  d\'Spnea,  and  a  pale, 
anxious  face.  The  pulse  is  very  variable.  The  attacks  last 
from  a  few  seconds  to  several  minutes.  Death  may  occur 
in  iJie  first  attack,  or  there  may  be  recurring  attacks  over  a 
period  of  many  years. 

Hysteric  Angina. — This  neurosis  is  seen  chiefly  \x\  women, 
whereas  true  angina  is  very  rare  in  women  ,  there  is  no  cvi- 
u 
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dence  of  organic  heart  disease ;  the  attack  is  longer  in 
duration  ;  there  is  no  immobility  of  the  body  ;  emotional 
outbreaks,  such  as  moaning  and  i;r)*ing,  are  common,  and 
vasomotor  phenomena  arc  often  pronounced. 

Gastralgia. — The  pain  is  apt  to  appear  when  the  stomach 
is  empty,  and  is  relieved  by  stimulating  food  ;  it  does  not 
radiate  to  the  shoulder  and  arm ;  there  is  no  sense  of  im- 
pending death,  no  fixation  of  the  body,  and  no  evidence  of 
structural  heart  disease. 

Prognosis. — Graxe.  Sudden  dcatli  may  occur  at  any 
time.      In  false  angina  the  prognosis  is  favorable. 

Treatment. — The  general  treatment  is  that  of  chronic 
myocardial  disease.  The  most  valuable  special  remedies,  in 
the  order  of  their  efficacy,  are  the  nitrites,  iodids,  and  arsenic. 

The  A/fat'k. — No  drug  is  so  generally  useful  as  amyl  ni- 
trite (3  to  5  minims  on  a  handkerchief).  Marked  flatulency 
should  be  met  by  the  prompt  adnjinistration  of  Hoffmann's 
anodyne  or  spirit  of  mint.  When  the  attacks  are  severe  and 
prolonged,  morphin  {\  to  J  grain)  should  be  given  hypoder- 
mically.  When  these  remedies  fail,  recourse  should  be  had 
to  chloroform  inhalations.  The  application  of  heat  to  the 
precordium  is  useful.  Cardiac  dcpre.ssion  following  the 
seizures  should  be  combated  by  strychnin,  ammonia,  cam- 
phor, or  ether. 


DISEASES   OF  THE  ARTERIES. 
ANEURYSM  OF  THE  AORTA* 

-A  more  or  less  localiz-.d  dilatation  of  the 


^H  Definition. 

^H  aorta. 

^H  Btiolo^. — The  predisposing  causes  are  those  of  arterio- 

^H  sclerosis — syphilis,    alcoholism,    gout,    rheumatism,     lead- 

^^  poisoning,  and  nephritis.     Of  the.se.   syphilis   is  by  far  the 

I  most  potent  factor.     Immoderate   physical    exertion  is  the 

I  most  common  exdling  cause.     More  than  80  [xt  cent,  of 

I  all  ca«es  occur  in  males.     It  is  most  frequent  between  the 

I  ages  of  thirty  and  fifty. 

1  Pathology. — Aneurysms  are  divided,  according  to  shape, 
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Into  fusiform,  saccular,  and  cylindric  forms.  Rupture  of  the 
intima,  with  the  passage  of  blood  between  the  outer  tunics, 
constitutes  a  dissecting  aneurysm.  A  false  aueurysm  is  one 
in  which  all  the  tunics  are  ruptured  and  the  extravasated 
blood  is  circumscribed  by  the  surrounding  tissues. 

The  adventitia  and  intima  arc  much  thickened,  while  the 
media  is  thinned  or  deficient.  Mbrinous  deposits  are  usually 
found  in  the  interior  of  the  sac,  especially  in  the  saccular  and 
fusiform  \arieties. 

The  arch  of  the  aorta  is  the  most  common  seat.  About  5 
per  cent,  of  aortic  aneurysms  are  abdominal. 


THORAOC  ANEURYSM. 

Physical  Signs. — Inspection  may  reveal  a  circu  m- 
scribcd  bulging  and  an  abnormal  area  of  pulsation,  Dilata- 
tion of  the  superficial  veins  may  also  be  noted,  and  in 
advanced  cases  the  skin  over  the  prominence  may  be  red 
and  glossy. 

Palpation. — This  may  detect  an  expansile  pulsation,  a 
systolic  thrill,  and  a  diastolic  shock  from  the  recoil  of  the 
blood  in  the  sac. 

In  aneiir>'sm  of  the  transverse  arch  a  downward  tug  of 
the  trachea  is  sometimes  felt  when  the  head  is  thrown  back 
and  the  cricoid  cartilage  is  grasped  between  the  fingers  and 
thumb. 

Percussion  may  reveal  an  abnormal  area  of  dulness  with 
increased  resistance. 

Auscultation. — Unless  the  sac  contains  too  much  fibrin, 
the  ear  may  detect  marked  accentuation  of  the  diastolic 
sound  and  a  systolic  murmur  or  bruit. 

Radioscopy  may  demonstrate  a  shadow  corresponding  to 
the  location  of  the  aneurysmal  sac. 

Ptdse. — There  may  be  inequality  of  the  radial  pulses, 
owing  to  partial  blocking  of  a  main  arterial  branch  or  to 
pressure  on  the  innominate  or  one  of  the  subclavian  arteries 
by  the  sac  itself 

Pressure  Effects. — Dyspnea  with  stridulous  inspiration  may 
result  from  pressure  on  the  trachea  or  a  bronchus.     Parox- 
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ysmal  croupy  cough  may  be  excited  by  pressure  on  the 
trachea  or  recurrent  laryngeal  ner\'e.  Aphonia  may  also 
result  from  pressure  o»  the  recurrent  laryngeal  nerve. 
Dysphagia  may  result  from  pressure  on  the  esophagus. 
Pain  of  a  boring  or  lancinating  character  may  arise  from 
pressure  on  neighboring  nerve-trunks  or  bones.  Dilatation 
or  contraction  of  one  pupil  and  unilateral  sweating  may  be 
excited  by  pressure  on  the  sympathetic. 

Edema  and  cyanosis  of  the  one  arm  and  shoulder  may 
follow  pressure  on  the  large  venous  trunks. 

Diag^nosis. — Mediaatiiial  tumor  may  simulate  aneurysm, 
but  in  the  former  the  pulsation  is  not  ex|>ansilc,  there  is  no 
diastolic  shock,  the  tracheal  tug  is  usually  absent,  and  there 
may  be  cachexia,  enlargement  of  superficial  glands,  and 
leukocytosis. 

Pnlsating  Empyema. — A  left-sided  purulent  effusion  may 
transmit  a  cardiac  pulsation,  but  there  is  no  diastolic  shock, 
no  thrill,  and  no  murmur.  The  history,  moreover,  will 
usually  suggest  pleurisy. 

Aortic  Stenosis. — In  this  condition  there  are  no  evidences 
of  a  tumor,  no  pressure  symptoms,  and  no  changes  in  the 
pulses. 

Prognosis. — Grave.  Death  usually  occurs  in  from  one 
to  two  years  from  rupture,  asphxTcia,  exhaustion,  cerebral 
embolism, or  inflammation  of  a  lung  {"aneurysmal  phthisis"). 
Rupture  may  take  place  into  the  trachea,  a  bronchus,  the 
esophagus,  lung,  pleura,  or  pericardium,  or  externally.  In 
rare  instances  recover)'  follows  from  clot-formation. 

Treatment. — The  treatment  commonly  employed  is  a 
modification  of  Tufnell's  method,  and  consists  in  absolute 
rest  in  bed  for  a  period  of  six  or  eight  weeks,  a  compara- 
tively dry  diet,  and  the  administration  of  potassium  iodid 
(10  to  20  grains  thrice  daily).  For  severe  pain  the  most 
effective  measures  are  the  application  of  an  ice-bag  and  the 
administration  of  nitroglycerin  or  morphin.  When  there  is 
marked  dyspnea  with  cyanosis,  venesection  may  afford  prompt 
relief  Attempts  have  been  made  to  favor  coagulation  by 
injecting  gelatin  (icx>  c.c.  of  a  5  per  cent,  sterilized  solution) 
subcutaneously,  or  by  inserting  into  the  sac  fine  gold  wire 
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and  passing  througli   the  wire  a  strong  galvanic  current 
(Moore-Corradi  treatment). 

ANEURYSM  OF  THE  ABDOMINAL   AORTA. 

Seat. — It  is  most  frequently  located  near  the  celiac  axis. 

Symptoms. — It  may  be  recognized  by  sharp  pain  in  the 
b.ick,  radiating  along  tJie  spinal  nerves,  by  a  delay  in  the 
femoral  pulse,  by  gastro-intesiinal  symptoms,  and  by  phy- 
sical signs  similar  to  those  of  tlioracic  aneurysm. 

Diag:xiOSis, — An  abdominal  tumor  may  receive  a  pulsa- 
tion from  the  aorta  and  simulate  aneurysm,  but  in  the 
former  the  pulsation  is  not  expansile,  and  is  frequently  lost 
when  the  piitient  is  placed  in  the  knee-breast  posture. 

Expansile  Abdominal  Aorta. — This  is  most  frequently  seen 
in  women,  in  whom  abdominal  aneurysm  is  very  rare ;  the 
pulsation  is  often  paroxysmal ;  there  is  no  distinct  tumor, 
and  there  arc  no  pressure  symptoms. 

Prog^nosis. — Very  grave.  Death  usually  results  from 
rupture.  Occasionally  the  fatal  issue  is  effected  through 
erosion  of  the  vcrtebrx  and  paraplegia,  or  through  embol- 
ism of  the  superior  mesenteric  artery. 

Treatment, — Same  as  in  thoracic  aneurysm. 


ARTERIOSCLEROSIS. 

(Atheroma;  Chronic  Endarteritis.) 

Definition. — A  circumscribed  or  diffuse  thickening  of 
the  arterial  walls,  especially  of  the  intima.  secondary  to  cer- 
tain degenerative  changes  in  the  media. 

Gtiology. — It  is  a  natural  accompaniment  of  old  age. 
The  causes  that  favor  its  early  development  are  alcoholism, 
syphilis,  gout,  Bright's  disease,  rheumatism,  chronic  lead- 
poisonin1^^  :\w\  excessive  muscular  strain. 

Pathology. — The  arteries  are  thickened,  tortuous,  and 
rigid.  The  intima  of  the  large  vessels  reveals  roughened 
and  opaque  areas  that  may  be  the  seat  of  calcareous  de- 
posits. In  extreme  cases  there  may  be  spots  of  necrotic 
softening  in  the  subendothelial  tissue,  forming  so-called 
"  atheromatous  abscesses," 
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Microscopically,  the  muscular  fibers  of  the  media  are  atro- 
phied and  the  seat  of  fatty  degeneration  or  calcification.  In 
the  intima  there  is  marked  hyperplasia  of  the  subendothe- 
lial  connective  tissue,  the  cells  of  which  may  be  the  seat  of 
hyahrie,  fatty,  or  calcareous  degeneration.  The  adventitia  is 
also  the  seat  of  connective-tissue  overgrowth. 

Sjrmptoms. — These  vary  with  extent  and  distribution  of 
the  sclerosis.  VVlien  tiie  process  is  general,  it  may  be  rec- 
ognized by  rigidity  of  the  peripheral  vessels,  a  sluggish, 
high-tension  pulse,  accentuation  of  the  second  aortic  sound, 
and  enlargement  of  the  left  ventricle. 

When  the  coronary  arhries  are  especially  involved,  the 
symptoms  of  chronic  myocardial  disease  appear.  When  the 
refial  vessels  are  especially  affected,  there  may  be  symptoms 
of  chronic  interstitial  nephritis.  Involvement  of  the  cerebral 
arteries  may  be  indicated  by  headache,  vertigo,  insomnia, 
mental  sluj^'gishness,  and,  perhaps,  transient  paralysis. 

Sequels. — Cerebral  hemorrhage  or  thrombosis,  chronic 
myocardial  disease,  angina  pectoris,  interstitial  nephritis, 
aneur>'-sm.  and  gangrene  of  the  extremities. 

Treatment. — Treatment  should  be  directed  to  the  under- 
lying diathesis.  Alcohol  should  be  forbidden.  Overexer- 
tion, both  mental  and  physical,  is  injurious.  Gentle  exercise 
in  the  open  air,  however,  may  be  recommended.  Heavy 
feeding  must  be  restricted.  The  periodic  use  of  mild  mer- 
curial or  saline  aperients  is  very  beneficial.  Potassium  iodid 
and  the  nitrites  are  often  useful  when  the  blood-pressure 
becomes  too  high. 
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THE  NOSE. 


Movement  of  the  A  lag  Nasi  during  Respiration. — 

Playing  of  the  ala;  is  occasionally  noted  in  health,  but  it  is 
generally  an  iiulication  of  some  obstruction  to  the  entrance 
of  air.  It  is  frequently  observed  in  spasmodic  croup,  true 
croup,  lar^'n^^eal  edema,  capillary  bronchitis,  and  pneumonia. 

Nasal  Discharge.  —  Teniporar>'  "running  from  the 
nose"  is  a  symptom  of  acute  coryza,  measles,  hay-fever, 
diphtheria,  and  influenza.  An  offensive  discharge  should 
suggest  nasal  diphtheria  or  the  impaction  of  a  foreign  body. 

Chronic  discharge  occurs  in  chronic  rhinitis.  In  infants. 
chronic  nasal  discharge  with  mouth-breathing  (*'  snuffles  '*) 
is  very  suggestive  of  hereditary  syphilis. 

The  Sense  of  Smell. — This  is  tested  by  holding  odor- 
iferous substances  before  one  nostril  at  a  time  while  the  other 
is  closed.  Pungent  vapors  should  be  avoided,  as  the  irrita- 
tion which  they  excite,  and  not  their  odor,  may  lead  to  their 
recognition. 

The  sense  of  smeil  may  be  impaired  ^r/t?^/ (anosmia)  from  : 

1.  Rhinitis  or  morbid  growths. 

2.  Affections  of  the  anterior  part  of  the  brain,  involving 
the  olfactory  nerves  or  bulbs — as  injury,  tumor,  meningitis. 

3-  Lesions  of  the  olfactory  centers  (temporosphenoidal 
lobe). 

Paralysis  of  the  trigeminal  nerve  (by  inducing  dryness  of 
the  mucous  membrane). 

Extreme  acutcncss  of  the  sense  of  smeil  (hyperosmia)  and 
peri'ersions  of  the  sense  of  smell  (parosmia)  are  sometimes 
observed  tn  neurasthenia,  hysteria,  and  insanity. 


I 


THE  LARYNX. 


Spasm  of  the  lanmgeal  adductoi 

by  intense  dyspiRM  and  occurs  in  spasiiul 
croup ;  in  ulceration  of  the  larynx ;  in  I. 
lus  ;  in  whooping-cough ;  in  tetany  ;  in  h] 
phobia;  in  the  laryngeal  crisis  of  locomi 
foreign  bodies  have  lodged  in  the  larynx 
rysms  or  meditistinal  tumors  press  on  tin 
geal  nerve  and  irritate  it. 

Aphonia  or  loss  of  voice  may  be  due 
disease  of  the  larynx — inflammation,  neop 
stenosis.  (2)  Centric  paralysis  of  the  rec 
nerves,  as  in  bulbar  palsy.  (3)  Peripheral 
recurrent  laryngeal  nerves  caused  by  pres 
rysm,  mediastinal  tumor,  or  |>ericardial  cfi"i 
teria.  (5)  The  lodgement  of  foreign  bodies 
use  of  the  voice.  ^ 

RESPIRATION.       V 

Dyspnea. — Dyspnea  implies  difficult  b 
vvilhout  an  increase  in  the  number  of  resj: 
Ilea  which  is  so  severe  as  to 
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physema.  edema,  phthisis,  abscess,  and  gangrene.  (5) 
Pleural  effusions.  (6)  Cardiac  disease.  (7)  Paralysis  of  the 
muscles  of  respiration.  (8)  Abdominal  distention.  (9) 
Anemia. 

Inspiratory  dyspnea  is  frequently  seen  with  tumors  or 
foreign  bodies  in  the  larynx. 

Expiratory  dyspnea  is  noted  in  emphysema  and  occasion- 
ally in  movable  tumors  situated  below  the  glottis.  In 
asthma,  also,  the  d)'spnca  may  be  largely  inspiratory*. 

The  Number  of  Respirations  a  Minute. — In  the 
healthy  male  adult  the  rjumber  of  respirations  is  about  18 
a  minute.  In  \vomei»  and  children  breathing  is  somewhat 
more  rapid.  The  ratio  between  respirations  and  pulse-beats 
is  as  I  is  to  4  or  4.5. 

Rapid  respirations  are  noted  in  excitement ;  in  pyrexia ;  in 
inflammatory  diseases  of  the  lungs;  in  anemia;  in  certain 
affections  involving  the  base  of  the  brain;  in  poisoning  from 
certain  drugs  that  affect  the  respiratory  center;  in  hysteria; 
in  painful  aflections  of  the  respiratory  muscles,  as  pleuro- 
dynia and  pleurisy. 

Infrequent  respirations  are  observed  in  certain  diseases  of 
the  brain,  as  meningitis,  tumor,  apoplexy ;  in  advanced  fatty 
degeneration  of  the  heart ;  in  certain  forms  of  coma,  par- 
ticularly uremic  and  diabetic ;  in  poisoning  with  certain 
drugs,  especially  opium  ;  in  obstruction  ti>  the  air-passages, 
as  in  a*^thnia  anil  in  lapi'n^^eal  spasm. 

Cheyne-Stokes,  or  Tidal-wave  Breathing. — In  this 
type  the  respirations  gradually  increase  in  rapidity  and 
volume  until  they  reach  a  climax,  then  gradually  subside, 
and  finally  cease  entirely  for  from  five  to  fifty  seconds,  when 
they  begin  again.  It  depends  on  some  disturbance  of  the 
respiratory  center  the  exact  nature  of  which  is  still  undeter- 
mined. It  is  usually  a  forerunner  of  death,  but  cases  have 
been  reported  in  which  it  has  lasted  several  months. 

Its  chief  causes  are  :  (l)  Certain  cerebral  diseases,  as  apo- 
plexy, meningitis,  and  tumor.  (2)  Advanced  cardiac  dis- 
ease, especially  fatty  degeneration.  (3)  Certain  forms  of 
coma,  especially  that  produced  by  uremia,  opium-poisoning, 
and  sunstroke. 
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CX>UGH, 

Cough  may  be  induced  by:  (i)  Most  organic  diseases 
the  pharynx,  larynx,  bronchi,  and  lungs.  (2)  Foreign 
bodies  in  the  air-passages.  .  (3)  Certain  infections  wliich  are 
associated  with  catarrh,  such  as  typhoid  fever,  measles, 
whooping-cough,  and  influenza.  (4)  Inhalation  of  irritant 
dusts  or  vapors.  (5)  Reflex  irritation,  as  from  pressure  on 
the  recurrent  laryngeal  nerve  or  from  disease  of  the  abdomi- 
nal organs.     (6)  Hysteria. 

Laryngeal  Cough. — This  cough  has  a  hard,  metallic, 
ringing  intonation,  and  has  been  termed  *' croupy."  It  is 
observed  in  lar^'ngitis ;  in  whooping-cough;  in  tuberculosis 
and  syphilis  of  the  larynx ;  when  a  foreign  body  is  lodged 
in  the  larynx ;  when  the  recurrent  laryngeal  nerve  is  irri- 
tated by  pressure  of  a  tumor  or  aneur^'sm ;  and  in  hysteria. 

Dry  Cough. — Cough  without  expectoration  is  esjx'cially 
observed  in  the  beginning  of  inflammatory  diseases  of  the 
bronchi  and  lungs;  in  pleurisy;  in  most  chest  diseases  of 
early  childhood  ;  and  in  reflex  irritation  of  the  I.ir>'nx. 

Moist  or  loose  cough  occurs  especially  in  bronchitis, 
bronchiectasis,  abscess  of  the  lung,  convalescent  pneumonia, 
and  phthisis. 

EXPECTORATION. 

Mucoid  sputum  is  noted  especially  in  the  beginning  of 
acute  bronchitis  ;  in  asthma  ;  in  the  early  stage  of  pneumo- 
nia and  phthisis ;  and  in  pulmonar)^  edema.  In  edema  the 
sputum  is  very  frothy  and  \vater>'. 

Mucopurulent  Sputum. — This  is  observed  in  subacute 
and  chronic  catarrhal  aficctions  of  the  lungs  and  bronchi, 
especially  in  subacute  and  chronic  bronchitis,  convalescent 
pneumonia,  and  phthisis. 

Purulent  Sputum. — Sputum  is  rarely  composed  of  pure 
pus.  Expectoration  almost  entirely  purulent  is  sometimes 
observed  in  bronchiectasis,  in  phthisis  with  cavities,  in  ab- 
scess of  the  lung,  and  when  an  empyema  ruptures  into  the 
lung. 

Prune-juice  sputum  is  tinged  with  altered  blood  so  as 
to  resemble  prune-juice.     It  results  from  retention  of  blood 
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in  the  lung,  and  is  observed  in  advanced  croupous  pneu- 
monia, especially  low  forms,  in  gangrene  of  the  lung,  and 
in  cancer  of  the  lung. 

Rusty  Sputum.^ A  rusty  and  tenacious  sputum  is 
strongly  indicative  of  croupous  pneumonia. 

Currant-jelly  sputum  is  more  or  less  characteristic  of 
cancer  of  the  lung. 

Reddish-brown  sputum  (resembling  anchovy  sauce) 
containing  amebs  is  sometimes  observed  in  hepatopulmo- 
nary  abscesses.  ^ 

Sputum  containing  fibrous  shreds  is  observed  in 
membranous  croup,  in  diphtheria,  and  in  fibrinous  bron- 
chitis. 

Fetid  SpUttmi  usually  results  from  bronchiectasis,  ad- 
vanced phthisis  witli  cavities,  gangrene  of  the  lung,  and 
abscess  of  the  lung. 

Such  sputum,  when  allowed  to  stand  in  a  conic  glass, 
settles  in  three  layers:  an  upper  layer  of  dirty  froth,  a 
middle  layer  of  turbid  mucus  in  which  are  suspended  puru- 
lent strings,  and  a  bottom  layer  of  decomposed  pus. 

Nummular  sputum  is  sputum  occurring  in  round,  flat, 
coin-shaped  masses,  which  sink  in  water.  ExpcctoratioA 
of  this  character  is  seen  in  advanced  phthisis  and  occasion- 
ally in  bronchiectasis. 

The  Microscopy  of  Sputum.— Elastic  fibers  are  found 
in  the  sputum  in  phthisis,  abscess,  gangrene  of  the  lungs, 
and  in  some  cases  of  bronchiectasis. 

Tlu  DeU'ction  of  Elastic  Fibers. — Place  the  sputum  which 
has  collected  during  the  night  in  a  glass  beaker,  and  add  to 
it  an  equal  volume  of  a  solution  of  caustic  soda  (20  grains 
to  the  ounce),  and  boil  over  a  spirit-lamp,  stirring  it  occa- 
sionally with  a  glass  rod.  As  soon  as  it  boils,  pour  into  a 
conic  glass,  and  add  four  or  five  times  the  amount  of  cold 
distilled  water.  Allow  the  mixture  to  stand  for  two  to 
three  hours,  and  examine  the  sediment  as  for  tube-casts 
(Fenwick). 

Spirals  of  Mucin. — Tightly  coiled  spirals  of  mucin,  which 
probably  represent  molds  of  the  fine  bronchioles,  were  first 
pointed   out   by   Curschmann    in   the  sputum   of  asthma. 
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They  have  also  been  observed  in  the  sputum  of  croupous 
pneumonia. 

Gharcot-Leyden  OrystaU. — These  are  small  transparent 
octahedral  crystals^  similar  to  those  found  in  the  blood  in 
leukemia.  They  arc  observed  especially  in  the  sputum  of 
asthma.  They  have  also  been  noted  in  phthisis,  in  fibrin- 
ous bronchitis,  and  in  acute  bronchitis. 

OiyntalB  of  Fatty  Acids. — These  occur  a."*  fine  needles, 
singly  or  in  bundles,  and  are  often  sharply  curved  near 
their  extremities.  They  are  obscr\'cd  in  the  sputum  of 
chronic  bronchitis,  of  abscess,  and  of  gangrene  of  the 
lungs. 

Orystals  of  Hematoidin. — These  occur  as  small  yellow 
needles,  rhombic  plates  or  tufts,  and  are  found  in  sputa 
which  contain  altered  blood.  They  may  be  observed  in 
abscess,  gangrene,  and  cancer  of  the  lungs. 

Tabercle  Bacilli. — The  presence  of  tubercle  bacilli  in  the 
sputum  is  an  absolute  proof  of  tuberculosis,  but  a  failure  to 
detect  them  after  one  or  two  examinations  is  no  proof 
against  phthisis.  The  bacillus  is  a  fine  rod,  in  length  about 
half  the  diameter  of  a  red  bloud-corpuscle,  and  often  slightly 
bent  and  beaded.  Its  detection  depends  on  its  power,  when 
stained,  of  resisting  the  bleaching  effect  of  acids.  To  view 
it  succcssfiilly,  a  ^  inch  oil-immersion  lens  is  required. 

Gabbi'tfs  Method. — Select  with  a  clean  needle  one  of  the 
minute  caseous  mas.ses  contained  in  tuberculous  sj)utum, 
spread  it  out  in  a  very  thin  film  on  a  cover-glass,  dry  in  the 
air,  and  coagulate  the  albumin  in  the  bacteria  by  passing  the 
cover-glass,  smeared  side  up,  three  times  through  the  flame. 
Cover  the  specimen  with  Ziehl's  carbol-fuchsin  solution 
(fuchsin  I  ;  alcohol  JO;  5  per  cent,  aqueous  solution  of  car- 
bolic-add cr)'stals  90),  and  hold  the  cover-glass  over  the 
flame  for  a  few  minutes  at  such  a  distance  that  steam  is 
formed.  Wash  off  the  excess  of  stain  in  water,  and  coun- 
terstain  by  treating  the  preparation  for  thirty  seconds  with 
Gabbett's  solution  (methylene-blue  2 ;  sulphuric  acid  25 ; 
water  75).  Again  wash  in  water,  dry,  and  mount  in 
Canada  balsam.  The  tubercle  bacilli  will  appear  as  red 
rods  in  a  blue  field. 
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PHYSICAL  EXAMINATION  OF  THE  RESPIRATORY 
ORGANS. 
Inspection. — Inspection  determines   tlie   shape  of  the 
chest,  any  unnatural  prominence  or  depression,  the  amount 
of  expansion,  and  any  inequahty  of  expansion. 


Pig.  10. — An  outline  uf  the  nonnal  chesr. 

Phthlsinoid  Ohest. — The  anteroposterior  diameter  is  short; 
the  thorax  is  long  and  flat ;  the  ribs  arc  oblique ;  the  scapulae 
are  prominent ;  the  spaces  above  and  below  the  clavicles  are 


FiC  11.— Rachitic  cbwt 


depressed  ;  and  the  angle  formed  by  the  divergence  of  the 
costal  margins  from  the  sternum  is  very  acute. 

Rachitic  Chest. — This  may  resemble  the  former,  but  usually 
the  sides  arc  considerably  flattened  and  the  sternum  promi- 
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nent,  so  that  the  term  "  pigeon-breast "  has  been  applied  to 
this  particular  form.  The  sternal  ends  of  the  ribs  arc  enlarged 
or  *'  beaded."  and  this  characteristic  has  given  rise  to  the 
term  "  rachitic  rosar>'."  There  is  often  a  circular  constric- 
tion of  the  thorax  at  the  level  of  the  xiphoid  cartilage  (Har- 
rison's groove). 

Emphysematous  Chest. — In  advanced  emphysema  the 
thorax  is  short  and  round  ;  the  anteroposterior  diameter  is 
often  as  long  as  the  transverse;  the  ribs  are  horizontal ;  the 
angle  formed  by  the  divergence  of  the  costal  margin  from 
the  sternum  is  ver>*  obtuse  or  quite  obliterated.  The  term 
"  barrel-shaped  chest "  is  applied  to  this  configuration. 


Fig.  13- — Emphysemnloui  chest. 


Loe&l  Prominences  and  DepresdonB. — An  unnatural  promi- 
nence or  depression  is  often  obser\cd  over  the  lower  part  of 
the  sternum,  and  is  generally  congenital.  The  term  "  funnel 
breast "  or  "  shoemaker's  breast "  (because  it  may  result  from 
the  pressure  of  tools)  has  been  applied  to  the  sternal  depres- 
sion. 

A  uHtiaferal  or  heal  depression  fftay  be  due  to  :  ( i )  Chronic 
phthisis;  (2)  cirrhosis  of  the  lung;  (3)  pleurisy  with  fibrous 
adhesions. 

A  unilateral  or  heal  prominenee  may  be  due  to:  (l) 
Pleurisy  with  effusion;  (2)  pneumothorax,  hydrothorax. 
hemothorax;  (3)  an  ancur)'sm  or  tumor;  (4)  compensatory 
emphysema,  resulting  from  impairment  of  the  opposite  lung; 
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(5)  cardiac  enlargements  (left  side);  (6)  enlargements  of  the 
abdominal  organs,  es|)ccially  the  liver  and  spleen. 

Expansion. —  In  women  and  in  children,  and  in  both  sexes 
during  sleep,  breathing  is  largely  thoracic  or  costal ;  in  men 
and  in  the  old  of  both  sexes  it  is  largely  abdominal  or  dia- 
phragmatic. 

Restriid'fi abdominal  breathing  is  observed  in  pregnancy, 
in  abdominal  tumors,  and  effusions ;  in  peritonitis ;  in  dia- 
phragmatic pleurisy;  in  paralysis  of  the  phrenic  nerve  from 
pressure  or  from  bulbar  disease;  and  occasionally  in  the 
■'  hysteric  abdomen." 

Diminishi'ii  expansion  of  one  side  is  observed  in  pleural 
eflfusions ;  in  acute  pleurisy  (from  pain);  in  consolidation  of 
the  lung  from  tuberculosis,  pneumonia,  or  tumor;  in  occlu- 
sion of  a  bronchus ;  and  in  marked  enlargement  of  the  liver 
or  spleen. 

Increased  expansion  of  one  side  is  observed  in  compensa- 
tory emphysema. 

Litten's  Diaphragm  Phenomenon. — When  a  healthy  indi- 
vidual is  placed  in  a  horizontal  position  with  the  feet  toward 
the  window  and  all  cross-lights  are  excluded,  a  narrow 
shadow  may  be  seen  descending  between  the  sixth  and  the 
ninth  rib  in  each  axilla  during  full  inspiration.  It  is  due  to 
the  separation  of  the  diaphragmatic  pleura  from  the  costal 
pleura  during  the  inspiratory  descent  of  the  diaphragm. 
This  shadow  is  absent  in  pleural  effusion,  pneumonia  of  the 
lower  lobe,  wcll-dcvelopcd  emphysema,  and  extensive  pleu- 
ritic adhesions.  As  it  is  present  in  enlargement  of  the  liver 
and  in  subphrenic  abscess,  it  often  aids  materially  in  deter- 
mining whether  disease  is  above  or  below  the  diaphragm. 

Palpation. — Palpation  serves  to  detect  any  thoracic  ten- 
derness, edema,  friction  fremitus,  or  rales,  and  to  determine 
the  vocal  fremitus  and  amount  of  expansion. 

Thoracic  tenderness  is  observed  in  pleurisy;  in  phthisis 
and  pneumonia  from  being  associated  with  pleurisy ;  in 
pleurodynia ;  in  intercostal  neuralgia  (confined  to  certain 
spots);  and  in  surgical  affections,  like  caries  and  fracture 
of  the  ribs ;  and  in  contusion  and  inflammation  of  the 
parietes. 
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£dema  of  the  chest-walls  is  recognized  by  "  pitting  "  when 
pressure  is  made  with  the  finger.  It  may  be  observed  in 
empyema  ;  in  deep-seated  abscesses  of  the  parietes ;  after 
the  application  of  a  blister ;  and  in  general  dropsy. 

rriction  Fremitus  and  Riles. — The  friction-rub  of  pleu- 
risy and  harsh,  sonorous  rales  can  sometimes  be  detected 
by  palpation. 

Vocal  fiemitiiB  is  the  sense  of  vibration  imparted  by  the 
voice  to  the  palpciting  hand. 

In  determining  the  vocal  fremitus  obsei've  the  following 
precautions  :  Palpate  symmetric  parts  of  the  chest ;  make 
firm  pressure ;  when  comparing,  use  the  same  pressure  on 
the  two  sides ;  apply  the  hands  as  nearly  parallel  to  the  ribs 
as  possible;  and  remember  that  the  fremitus  is  normally 
stronger  over  the  right  chest  than  the  left. 

The  fremitus  is  usually  slight  in  women  and  in  children, 
and  in  men  with  thick  chest-walls  and  a  weak  voice. 

Vocal  fremitus  is  abnorvtaily  incrcasid  when  the  lung  is 
consolidated  and  the  bronchi  are  patulous^  as  in— -<i) 
Tuberculosis;  (2)  croupous  pneumonia;  (3)  bronchopneu- 
monia. 

Vocal  fremitus  is  decreased  or  absent  \x\ — (i)  Pleural  cfTu- 
sions — air,  serum,  pus,  blood,  or  lymph  ;  (2)  emphysema  ; 
(3)  pulmonary  collapse  from  an  obstructed  bronchus;  (4) 
pulmonary  edema;  (5)  morbid  growths  of  the  lung. 

Percussion. — Percussion  determines  resonance,  pitch, 
and  resistance. 

Immediate  percussion  is  performed  by  striking  the  chest 
directly  with  the  fingers.  It  is  not  often  employed,  except 
over  the  clavicles,  where  the  bones  themselves  act  as  plex- 
imctcrs. 

Mediate  peraission  is  performed  by  using  the  fingers  of 
one  hand  as  a  plexor  and  those  of  the  opposite  hand  as  a 
pleximeter;  or  by  using  a  piece  of  ivory,  glass,  or  hard 
rubber  as  a  pleximeter,  and  a  small  hammer  as  a  plexor. 

The  use  of  the  fingers  alone  is  preferable,  for  only  in  this 
way  can  resistance  be  determined. 

In  percussion  the  following  precautions  should  be  ob- 
served ;  Place  tJic  finger  that  is  being  used  as  a  pleximeter 
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firmly  against  the  chest,  and  preferably  parallel  to  the  ribs; 
make  the  finger  that  is  used  as  plexor  strike  the  one  on  the 
chest  peq^endicularly ;  fix  the  forearm,  and  use  no  more 
force  tlian  can  be  obUiined  from  a  gentle  swing  of  the  wrist. 
When  possible,  percuss  all  parts  of  the  chest  anteriorly  and 
posteriorly;  percuss  both  in  inspiration  and  in  expiration. 
In  comparing  the  two  sides,  be  sure  to  percuss  symmetric 
parts. 

Normal  ResoHaucc. — On  the  right  side,  pulmonaiy  reso- 
nance extends  from  a  half  inch  to  an  inch  above  the  clav- 
icle, downward  to  the  upper  border  of  the  sixth  rib  in  front, 
and  to  a  line  drawn  through  the  tenth  spinous  process 
posteriorly. 

On  the  left  side,  pulmonary  resonance  extends  from  a 
half  inch  to  an  inch  above  the  clavicle,  downward,  within 
the  mammary  line  to  the  third  rib,  outside  of  the  mammary 
line  to  the  tenth  rib.  and  posteriorly  to  a  line  drawn  through 
the  tenth  spinous  process. 

Traube's  ScPHiluttar  Space. — This  is  a  t)''mpanitic  area  at 
the  base  of  the  left  chest,  bounded  above  by  the  lun^ 
(sixth  rib),  on  the  right  by  the  liver,  and  on  the  left  by  the 
spleen.     It  is  obliterated  in  pleural  effusion  on  the  left  side. 

Hypexresonance  is  observed  in  the  following  conditions : 
(i)  rneuniuihorax.  (2)  Cavities — tuberculous  or  bronchi- 
eCtatic.  (3)  Emphysema.  (4)  Lowered  pu  Imonary  ten- 
sion, as  above  a  pleural  effusion  or  consolidation,  and  in  the 
initial  stage  of  pneumonia  (Skoda 's  resonance).  (5)  Flatu- 
lent distention  of  the  stomach  or  colon  (frequently  observed 
over  the  base  of  the  left  chest). 

Tympanitic  resonance  is  resonance  of  a  hollow,  drum-like 
character,  like  th.it  normally  obtained  by  percussing  the 
empty  stomach  or  the  colon.  It  is  elicited  over  the  chest 
in  pneumothorax  and  cavity-formation. 

The  cracked-pot  sound,  or  bntif  dc  pot  filt,  is  a  modified 
tympany,  and  can  be  simulated  by  percussing  over  the 
cheek  when  the  mouth  is  partially  open.  It  may  be  nor- 
mally heard  over  the  chest  of  a  crying  infant  (Walshe).  In 
the  adult  it  usually  indicates  a  cavity  that  has  a  free  com- 
munication with  a  bronchus.  It  is  best  detected  by  keeping 
u 
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the  car  near  the  open  mouth  of  the  patient  while  percus- 
sing. 

DulnesB  or  flatness  on  percussion  may  be  caused  by  the 
following  conditions  :  (i)  Pleural  effusions  of  all  kinds,  ex- 
cept air;  (i)  consolidation  of  the  lung  from  tuberculosis  or 
pneumonia;  (3)  collapse  of  tla*  lung;  (4)  congestion  and 
edema  of  the  lunj:,';  (5)  morbid  growths  in  the  lung;  (6) 
enlargement  of  the  liver  or  spleen  (at  the  bases). 

Pitch. — Pitch  of  the  note  depends  largely  uj>on  the  vol- 
ume of  air,  upon  the  tension  of  the  walls  of  the  cavity,  and 
upon  the  size  i»f  the  opening  tliat  communicates  witli  the 
cavity.  The  less  the  air,  the  greater  the  tension,  and  the 
smaller  the  opening,  the  higher  will  be  the  pitch  of  the 
note.  It  is  obvious,  therefore,  that  conditions  that  are  asso- 
ciated with  hyperresonance  may  yield  either  a  high-  nr  a 
low-pitched  note.  In  beginning  phthisical  consolidation 
the  note  over  the  affected  apex  is  higher  pitched  ;  but  it 
must  be  borne  in  mind  tliat  normally  the  note  over  the  right 
apex  is  higher  pitched  than  that  over  the  left. 

Besistance. — The  sense  of  resistance  appreciated  by  the 
percussing  finger  is  increased  in  proportion  as  the  air  in  the 
lung  is  decreased.  It  is  generally  more  marked  over  a  pleural 
effusion  than  over  a  consolidation  with  patulous  bronchi. 

Auscultation. — Auscultation  of  the  lungs  is  practised 
to  determine  the  character  of  the  respiratory  and  voice 
sounds,  and  to  detect  adventitious  sounds  like  r^les. 

In  immediate  ausculintion  the  car  is  placed  directly  over 
the  chest,  only  a  soft  towel  interxening. 

In  mediate  ausadtation  the  sounds  arc  transmitted  through 
a  stethoscope,  which  should  be  applied  to  the  bare  chest. 

In  auscultation  observe  the  following  precautions:  Do 
not  exert  much  pressure  with  the  stethoscope.  When  the 
chest  is  covered  with  hair,  this  should  be  moistened,  other- 
wise it  is  likely  to  produce  crackling  sounds  resembling 
rales.  WHien  possible,  examine  carefully  all  parts  of  the 
chest,  anteriorly  and  posteriorly,  during  quiet  breathing, 
during  full  inspiration,  during  full  expiration,  and  after 
coughing.  Compare  carefully  the  sounds  elicited  over  syiu- 
tnetric  parts  of  the  chest. 
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Normal  Eespiration. — Vesicular  breathing  is  heard  over 
the  body  of  the  lun^s  and  is  characterized  by  a  soft,  breezy 
inspiratory  sound,  and  a  shorter,  lower  pitched,  less  intense 
expiratory  sound.  Normally,  the  expiratory  sound  is  not 
more  than  one-third  the  length  of  the  inspiratory  sound. 
Not  infrequently  expiration  is  wholly  inaudible.  Over  the 
trachea  and  main  bronchi  the  sounds  are  harsh  and  blowing, 
and  the  expiratory  sound  is  as  long  as  the  inspirator)''  or 
slightly  longer  (bronchial  breathing). 

Modiflcations  of  the  Respiratory  Murmur. — Puerile  Breath- 
ing and  Exaggerated  Breathing. — Normal  breathing  in  chil- 
dren is  called  puerile  breathing.  Both  inspiration  and  ex- 
piration are  proportionately  increased  in  length  and  loudness. 
Exaggerated  breathing  has  the  same  characteristics  as  puerile 
breathing,  and  is  heard  after  exertion  and  over  the  whole  of 
one  lung  (compensatory  emphysema)  when  the  other  is 
disabled. 

Bronchial  or  Tubular  Breathing. — This  is  harsh,  blowing 
breathing  with  prolonged,  high-pitched  expiration.  The 
expiration  may  be  considerably  longer  than  the  inspiration, 
and  there  is  often  a  distinct  pause  between  the  two  sounds. 
Bronchial  breathing  is  heard  normally  over  the  trachea  and 
in  the  interscapular  space  over  the  large  bronchi,  and  ab- 
normally over  consolidated  lung,  when  the  bronchi  are  free. 
Thus,  it  may  be  heard  in  croupous  pneumonia,  broncho- 
pneumonia, tuberculosis  of  the  lung,  and  in  pleurisy  over 
the  compressed  lung, 

Bronchavesicular  Breathing, — This  is  breathing  that  is 
neither  bronchial  nor  vesicular.  It  is  somewhat  harsh,  and 
expiration  is  slightly  prolonged  and  high  pitched.  Unlike 
puerile  or  exaggerated  breathing,  the  normal  ratio  of  in- 
spiration to  expiration  is  not  maintained — the  expiration  is 
not  relatively  but  actually  prolonged.  Bronchovesicular 
breathing  may  be  heard  when  the  lung  is  slightly  solidified, 
as  in  beginning  phthisis. 

Cen*ernoui  or  Amphcmc  Breathing. — This  resembles  bron- 
chial breathing,  but  the  sounds  have  a  hollow  character,  and 
the  pitch  of  the  expiration  is  lower  than  that  of  inspiration. 
It  may  be  imitated  by  blowing  over  the  mouth  of  an  empty  jar. 
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Cavernous  breathing  may  be  heard  in  the  following  con- 
ditions:  (i)  Phthisical  or  bronchiectatic  cavities;  (2)  pneu- 
mothorax, when  the  opcninj^  in  the  lung  is  patulous;  (3) 
areas  of  consolidation  near  a  large  bronchus;  (4)  sometimes 
over  lung^  compressed  by  a  moderate  effusion. 

The  Brtathitig  of  Emphysenta. — This  is  weak  breathing, 
with  prolonged  low-pitched  or  inaudible  expiration. 

Cogged-tvluel  or  Jerky  Brcafhifig, — The  respiratory  mur- 
mur is  not  continuous,  but  is  broken  into  waves.  It  is  not 
indicative  of  any  special  disease,  but  it  is  frequently  observed 
in  hysteria,  pleurodynia,  bronchitis,  and  incipient  phthisis. 

Weak  or  Shailouf  Hreathiug. — This  is  noted:  (i)  When 
the  chest-walls  are  thick ;  (2)  in  the  old  and  feeble;  (3)  in 
emphysema;  (4)  in  pleural  effusion;  (5)  sometimes  in  in- 
cipient phthisis;  (6)  in  painful  afiections  of  the  chest,  like 
pleurodynia  and  beginning  pleurisy;  (7)  in  pulmonary 
edema. 

Vocal  Resonance. — This  is  the  confused  humming  sound 
heard  over  the  chest  when  the  patient  speaks.  It  is  modified 
by  the  same  conditions  that  modify  the  vocal  fremitus  (see 
p.  208). 

Bronchophony. — This  is  exaggerated  vocal  resonance.  It 
Ls  heard  normally  over  tlie  trachea,  and  abnormally  over 
consolidated  lung  (phthisis  and  pneumonia)  when  the  bronchi 
are  free,  over  lung  that  is  compressed  by  pleural  effusion, 
and  over  some  cavities. 

Pectoriloquy. — This  is  a  modification  of  vocal  resonance  in 
which  the  articulate  speech  is  heard  ver>'  distinctly,  as  though 
coming  directly  from  the  chest  into  the  ear.  It  is  more  pro- 
nounced when  the  patient  whispers. 

Pectoriloquy  is  heard  over  :  ( i )  Cavities  that  communicate 
with  a  bronchus;  (2)  areas  of  consolidation  in  the  neighbor- 
hood of  a  large  bronchus ;  (3)  pneumothorax,  when  the 
0[*ening  in  the  lung  is  patulous;  (4)  some  i)leural  eftu.sions. 

n,gophony. — ^This  is  a  modification  of  bronchophony,  in 
which  the  sounds  have  a  trembling  or  bleating  quality. 
It  Is  usually  heard  over  slight  pleural  effusions  near  the 
upper  border  of  dulness,  especially  near  the  inferior  angle 
of  the  scapula. 
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Adventitious  Sounds. — These  arc  not  modifications  of  pre- 
existing souniJs,  but  wholly  new  sounds  produced  in  the  lung 
or  pleura.  They  include  rales,  the  friction-sound,  metallic 
tinkling,  and  succussion-splash. 

Rd/ts. — These  are  new  sounds  created  in  the  trachea, 
bronchi,  air-vesicles,  or  in  cavities.  They  may  be  due  to  the 
passage  of  air  through  liquid,  through  constricted  tubes,  or 
into  collapsed  air-vesicles. 


Pulmonary  rflles  • 


ilronchiul 


Vesicular  ■■ 


f  Sibilant. 
\  Sunorous. 

ISubcrrpitant. 
BubUtiig. 
Gurgling, 
CrqiiUnt. 


nr>- 


Moist 


Dry  rales  are  probably  produced  by  the  passage  of  air 
over  very  viscid  secretion  in  the  tubes,  although  they  have 
been  jLscribed  to  the  passage  of  air  througli  broncliial  lubes 
that  are  narrowed  by  spasm  or  by  swelling  of  the  mucosa. 
They  are  heard  particularly  in  bronchitis  and  asthma.  Sibi- 
lant rales  are  whistling  and  high  pitched;  sonorous  rales 
have  a  humming  quality  and  arc  lower  pitched.  Dr\''  rales 
may  be  heard  on  inspiration,  expiration,  or  on  both. 

Motst  rales  result  from  the  presence  of  liquid  in  the  tubes  ; 
the  thinner  the  liquid  and  the  larger  the  tube,  the  coarser 
will  be  the  rales.  They  may  be  heard  on  inspiration,  ex- 
piration, or  on  both. 

Subcrepiiaut  or  crackling  rales  are  fine  moist  rales.  They 
are  heard  in  all  conditions  that  are  associated  with  liquid  in 
the  smaller  tubes,  as  bronchitis,  capillary  bronchitis,  pul- 
monary edema,  and  beginning  phthisis. 

Bubbling  rales  arc  coarser  than  subcrepitant,  and  are  heard 
in  bronchitis,  in  resolving  croupous  pneumonia,  over  phthisi- 
cal deposits  that  are  softening,  and  over  small  cavities. 

Gurgling  rales  are  ver)'  coarse,  and  resemble  the  bursting 
of  large  bubbles.  They  arc  heard  over  large  cavities  that  con- 
tain fluid,  and  over  the  trachea  in  the  so-called  "death-rattle." 

Crepitant  Rales. — These  arc  ver>'  fine  r^les,  usually  heard 
at  the  end  of  full  inspiration.  They  may  be  .simulated  by 
rubbing  a  lock  of  hair  between  the  fingers.     They  have  been 
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espedally  associated  with  the  first  stage  of  croupous  pneu- 
monia, and  it  has  been  supposed  that  they  were  due  to  the 
forcible  separation  nf  adherent  vesicular  walls.  Rales  very 
similar  to,  if  not  identical  with,  these  are  heard  in  pulmonary 
edema. 

Frktion-sounds  are  produced  by  the  rubbing  together  of 
roughened  pleural  surfaces.  They  may  be  heard  both  in  in- 
spiration and  in  expiration,  and  often  resemble  subcrcpitant 
rales,  but  they  are  more  superficial  and  localiKcd  than  the 
latter,  and  are  not  modified  by  cough  or  deep  inspiration. 

A  roughened  pleura  in  the  neighburliood  of  the  heart 
may  produce  a  friction-sound  of  cardiac  rhytlim,  and  one 
which  will  stili  continue  when  the  breath  is  held  ;  under 
other  conditions  pleural  friction-sounds  cease  when  respira- 
tion is  suspended. 

Metallic  Tinkling. — This  name  is  applied  to  silvery  or 
bell-Iike  sounds  that  arc  heard  at  intervals  over  a  pneumo- 
hydrothora.v  or  large  cavity.  Speaking,  coughing,  and  deep 
breathing  usually  induce  them.  Care  must  be  taken  not  to 
confound  them  with  sniiilar  sounds  produced  by  the  presence 
of  liquid  in  a  distended  stomach. 

Succussion-splash  or  Hippocratic  Succession. — This  is  a 
splashing  sound  produced  by  tfie  presence  of  air  and  liquid 
in  the  chest.  It  may  be  eliciteti  by  gently  shaking  the 
patient  while  auscultating.  It  is  almost  {>athognomonic  of 
hydropneumothorax  or  a  pyopneumothorax. 

A  similar  splashing  sound  is  often  heard  over  a  dilated 
stomach. 

Menstiratiou. — In  measuring  the  sides  of  the  chest  ob- 
serve the  fi)llowing  precautions:  Measure  from-  the  middle 
of  the  sternum  to  the  spinous  processes  ;  measure  both  sides 
after  inspiration  and  after  expiration ;  apply  the  tape  with 
equal  firmness  to  the  two  sides.  In  comparing,  measure 
corresponding  levels,  and  remember  that  the  right  side  is 
from  half  an  inch  to  an  inch  greater  in  circumference  than 
the  left. 

The  conditions  that  render  one  side  more  prominent  than 
the  other  have  already  been  considered. 

Radioscopy. — In  certain  conditions  of  the  chest  radios- 
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copy,  especially  the  fluoroscopic  screen,  furnishes  valuable 
information.  It  has  been  found  of  most  service  in  detecting 
apti'urysms  and  in  determining  the  outlines  of  the  heart  in 
etnphystma.  Some  observers  have  found  it  useful  in  detect- 
ing tubcprulous  t'OHSoiidatton  before  any  other  signs  could  be 
elicited.  In  phunii  effusion  the  affected  side  is  dark,  the 
displacement  of  the  heart  is  well  shown,  and  the  diaphragm 
appears  flattened  and  depressed. 


DISEASES  OF  THE   NOSE  AND   LARYNX. 

CORYZA. 

I  Acute  Rhinitis;  Gold  in  the  Head.) 

Definition. — An  acute  inflammation  of  the  nasal  ca\^ties. 

Stiology. — Kx(K)sure  to  cold  andto  wet,  esijecially  when 
the  body  is  overheated,  is  a  common  cause.  It  may  be  ex- 
cited by  the  inhalation  of  irritating  vapors  or  dust.  It  is  an 
expression  of  iodism.  It  is  a  symptom  of  certain  infectious 
diseases — especially  of  measles  and  influenza. 

Pathology. — The  mucous  membrane  is  red  and  swollen. 
In  the  first  stage  there  is  no  secretion,  but  later  irritating, 
watery  mucus  flows  from  the  nose  and  excoriates  the  lip; 
this  in  time  is  followed  by  a  copious  mucopurulent  discharge. 

S3anptoms. — The  disease  is  ushered  in  with  chilliness. 
malaise,  fulness  in  the  head,  and  sneezing.  The  nasal  cham- 
bers are  obstructed,  so  tliat  the  patient  is  obliged  to  breathe 
through  his  mouth.  At  first  tljere  is  no  secretion,  but  in 
twenty-four  or  forty -eight  hours  a  water>^  discharge  is  estab- 
lished, which  later  becomes  mucopurulent.  Slight  fever  and 
its  associated  symptoms  are  commonly  present.  The  dura- 
tion is  from  a  few  days  to  two  weeks. 

Complications. — The  disease  is  not  infrequently  accom- 
panied with  conjunctivitis,  phan'ngitis,  laryngitis,  and  catarrh 
of  the  Eustachian  tube  and  middle  ear  that  results  in  tem- 
porarv'  deafness. 

Prognosis. — I^^a  vorahlc. 

Treatment. — When  the  patient  is  seen  at  the  outset  and 
is  willing  to  remain  indoors  for  twenty-four  hours,  a  hot  foot- 
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bath,  with  a  full  dose  o(  Dover's  powder,  followed  in  the  morn- 
ing by  a  Scidlitz  powder  or  other  sahiie  aperient,  often  gives 
excellent  results.  When  the  patient  is  fully  able  to  go  about, 
the  following  capsules  will  usually  afford  considerable  relief: 

Ji-    PuWcriscamijIiun.'  .  .    . 

Kxtracu  belladonna- 

Codcino.' 

Ctnchoninx   sulpbalis 
Poue  ii)  ca).«ula&  No.  xij. 
Sl(i. — One  every  two  or  ihrec  boun. 

Warm  Dobell's  solution  (see  p.  ^^)  or  warm  distilled  ex- 
tract of  witch-hazel  (diluted  with  I  part  of  water)  used  as  a 
spray  at  intervals,  and  followed  in  a  few  minutes  by  an  oily 
application  like  the  following,  generally  renders  satisfactory 
service ; 

Ii-    Mcnibul E'-  ''j 

UIci  pini  [iutnilii)(ii» \j(\  v 

....   <|.  s.  ni\  i^). 


Prtndili  litjuif 


M. 


CHRONIC  NASAL  CATARRH, 
I  Chronic  Rhinitis.) 

Definition. — A  chronic  inflammation  of  the  nasal 
mucous   membrane. 

Etiology. — Repeated  attacks  of  acute  coryza,  impure 
air,  the  continual  inhalation  of  Irritating  dusts  or  vapors, 
lowered  vitality,  and  congenital  or  acquired  obstruction  of 
the  nasal  chambers  are  causal  factors.  It  is  sometimes  an 
expression  of  syphilis. 

Varieties. — (i)  Simple  chronic  rhinitis;  (2)  hypertrophic 
rhinitis;  (3)  atrophic  rhinitis. 

Sj^mptoms. — These  consist  in  a  mucoid  or  mucopuru- 
lent discharge  from  the  nose ;  obstruction  of  the  nostrils 
from  swelling  or  hypertrophy  of  the  mucosa  or  from  inspis- 
sated secretion;  mouth-breathing;  a  nasal  intonation  of  the 
voice ;  frontal  headache ;  and  impairment  of  the  sense  of  smell. 

Symptoms  of  catarrh  of  the  neighboring  organs  are  fre- 
quently present.  The  most  common  of  these  are:  drjmess 
of  the  tliroat  and  hawking  from  pharjngitis  ;  deafness  from 
catarrh  of  the  middle  ear;  and  watering  of  the  eyes  from 
catarrhal  occlusion  of  the  lacrimal  canal. 
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Simple  Chronic  Rhinitis. — The  mucous  membrane  of  the 
iiuse  is  congestetl,  swollen,  and  highly  irritable.  There  is 
hypersecretion  of  mucus  or  mucopus. 

Hypertrophic  Rhinitis. — The  mucous  membrane  is  red  and 
the  cavities  arc  more  or  less  occluded  from  hypertrophy  of 
the  cavernous  tissue  covering  the  turbinated  bones.  In 
advanced  cases  exostoses  from  the  bony  framework  are 
sometimes  noted.  The  secretion  is  usually  com^wsed  of 
thick  mucopus.  Adenoid  growths  are  often  found  in  the 
nasopharynx. 

Atrophic  Rhinitis  (Ozena). — This  form  is  seen  most  fre- 
quently in  youn^  adults,  and  is  more  common  in  women 
than  in  men.  The  nasal  chambers  are  large;  the  mucous 
membrane  is  pale,  dry,  and  glazed;  adherent  scabs  are 
generally  present.  The  secretion  is  very  abundant,  thick, 
and  of  a  yellowish  or  greenish  color.  A  characteristic  feature 
is  the  extremely  offensive  odor,  which  is  probably  due  to  the 
decomposition  of  the  retained  secretion.  In  advanced  cases 
there  may  be  necrosis  of  the  bones  and  sinking  in  of  the 
bridge  of  the  nose. 

Prognosis. — In  the  simple  and  hypertrophic  form  the 
prognosis  is  favorable  under  persistent  treatment.  In  atro- 
phic rhinitis  perfect  cure  is  rarely  attainable,  but  great  im- 
provement is  possible. 

Treatment. — Any  constitutional  vice,  if  present,  should 
receive  appropriate  treatment.  Fresh  air,  outdoor  exercise, 
and  frequent  bathing,  with  friction  of  the  skin,  are  to  be 
recommended.  Tonics,  cs[3ecially  strjchnin  and  cod-liver 
oil,  are  often  required.  The  nasopharynx  must  be  kept 
clean  by  means  of  antiseptic  sprays,  such  as  Dobell's  solu- 
tion (see  p.  37)  or  the  following : 
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In  the  hypertrophic  form  local  remedies  of  an  astringent  or 
alterative  character  are  often  efficacious.  The  following  are 
in  common  use:  A  mixture  of  lodin  and  glycerin  contain- 
ing 6  grains  of  iodin,  I2  grains  of  potassium  iodid,  and  I 
ounce  each  of  glycerin  and  water ;  aqueous  solution  of 
ichthyol  (20  to  40  per  ce^'t.) ;  solution  of  zinc  sulphocarbolatc 
(2  to  5  per  cent);  and  solution  of  silver  nitrate  (I  to  2  per 
cent). 

When  the  hypertrophic  process  proves  resistant,  the 
obstruction  mu^t  be  removed  by  means  of  caustics  (chromic 
or  trichloracetic  acid),  the  galvanocautery,  or  the  snare. 

In  atrophic  rhinitis  the  crusts  may  be  removed  by  pled- 
gets of  cotton  soaked  in  a  solution  of  hydrogen  dioxid.  After 
the  narcs  h;*vc  been  thoroughly  cleansed,  an  oily  solution 
like  the  following  may  be  applied: 

Ut.     Menthol gr-  uc 

Thymol 6^-  ^j 

Eucalyptol H].** 

Petroliiti  litjuidi fj^- — **• 

For  destroying  the  offensive  odor  one  of  the  following 
apolications  may  be  used :  Pledgets  of  cotton  soaked  in  an 
aqueous  solution  of  ichthyol  (20  to  50  per  cent) ;  sprays  of 
formalin  (i  :  icnX)),  of  Labarraque's  solution  (i  :  30),  or  of 

potassium  permanganate  (2  grains  to  the  ounce). 


ACUTE  CATARRHAL  LARYNGITIS. 

Definition. — An  acute  catarrhal  inflammation  of  the 
larynx. 

etiology. — Improper  use  of  the  voice,  exposure  to  cold 
and  wet,  and  the  inhalation  of  irritating  dusts  or  vapors  arc 
il5  common  causes.  It  may  be  excited  by  the  impaction  of 
a  foreign  body.  It  is  also  an  associated  condition  in  certain 
infectious  diseases,  like  whooping-cough,  measles,  diphtheria, 
and  influenza. 

Symptoms. — The  chief  symptoms  are :  Hoarseness  of 
the  voice  or  aphonia;  hard,  ringing  cough;  pain  in  the 
throat,  increased  by  speaking,  coughing,  and  swallowing  ; 
expectoration,  which  is  at  first  scanty  and  later  mucopurulent ; 
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fever  and  its  associated  symptoms.  In  sensitive  persons, 
and  especially  in  cliildren.  paroxysms  of  cruupy  couj^h  and 
dyspnea  (/aisc  croup)  may  result  from  spasm  of  the  vocal 
cords.  When  there  is  much  edema,  severe  dyspnea  becomes 
a  prominent  feature. 

Inspection. — Tlie  mucous  membrane  of  the  laryngeal 
walls  and  vocal  cords  is  red  and  swollen.  In  grave  cases 
the  tissues  are  highly  edentalous. 

Prognosis. — In  simple  laryngitis  without  edema  the 
prognDsis  is  altogether  favorable.  The  attack  usually  lasts 
from  a  week  to  tun  days.  When  tlicre  is  edema  of  the 
larynx,  indicated  by  dyspnea  or  threatened  asphyxia,  the 
pro«jnosis  is  grave. 

Treatment. — Use  of  the  voice  should  be  avoided.  The 
air  of  the  room  should  be  rendered  moist  by  means  of 
steam.  An  ice-bag  or  iodin  may  be  applied  externally.  At 
the  onset  it  is  advisable  to  administer  a  mild  aperient.  Mild 
expectorants — ipecac,  potassium  citrate,  or  ammonium 
chlorid — may  be  given  in  conjunction  with  heroin,  codein, 
or  paregoric  when  the  cough  is  troublesome.  Such  a  com- 
bination as  the  following  is  often  serviceable 

R.     Puta--^^ii  citmiis 

Tinctunc    ii^ccacudnlia:    ... 

Tincturw  opii  camplic»r.ilj'   .    . 

Synip  tnlutani 

AqUK      ...  .  'I-  s.  f5iv. — M. 

SiG, — A  deiserlvj^HjiJiiful  cveiy  ihrcc  liours. 

In  acute  edematous  iaryug^itis,  when  the  swelling  does  not 
yield  promptly  to  local  bloodletting,  the  external  application 
of  ice,  astringent  sprays,  .scarification  of  the  mucous  mem- 
brane, and  active  catharsis,  tracheotomy  should  be  performed 
without  delay. 
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SPASMODIC  CROUP. 

(False  Croup;  Catarrhal  Cronp.> 

Definition. — Spasm  of  the  vocal  cords,  excited  by  catarrh 
of  the  larynx. 

biology. — The  attacks  usually  occur  in  young  children, 
and  are  induced  by  the  causes  of  catarrhal  laryngitis. 
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Symptoms. — Generally  there  has  been  a  little  hoarseness 
and  cough  during  the  day,  and  at  niglit  the  child  is  awak- 
ened from  sleep  by  a  severe  paroxysm  of  suffocative  cough. 
The  latter  has  a  peculiar,  hard,  metallic  quaht>',  and  is  asso- 
ciated with  the  evidences  of  dyspnea,  namely  :  anxious  face, 
dilating  nostrils,  prominent  sternocleidomastoids,  and  retrac- 
tion of  the  base  of  the  chest  with  each  inspiratory  effort. 
During  the  paroxysm  the  skin  is  hot  and  the  pulse  is  tense 
and  rapid.  In  from  a  few  moments  to  an  liour  the  cougli 
ceases,  free  perspiration  follows,  and  the  child  falls  asleep. 

Two  or  three  similar  attacks  may  occur  in  tlic  same  night, 
but  on  tlie  following  day  the  child  appears  quite  well.  A 
recurrence  of  the  seizures  for  several  successive  nights  is  not 
infrequent. 

Diagfnosis. — Membranous  or  Psendomembi&nous  Group 
(Diphtheria). — Hoarseness  and  dys|)nca  develop  gradually, 
and  tlie  latter  is  not  intermittent.  False  membrane  may  be 
seen  in  the  throat  or  may  be  coughed  up.  The  constitu- 
tional symptoms  are  more  severe. 

Laryngismus  Stridulus. — This  is  a  pure  neurosis,  and  is 
often  associated  with  the  rachitic  diathesis.  The  paroxysms 
resemble  those  of  false  croup,  but  are  associated  with  a  pecu- 
liar crowing  inspiration,  and  lack  catarrhal  symptoms,  such 
as  hoarseness  and  cough. 

PrO£^OSis.  — Always  favorable. 

Treatment, — A  sponge  moistened  with  hot  water  may- 
be applied  to  the  throat,  or  the  child  may  be  placed  in  a  hot 
bath.  If  these  simple  measures  fail,  an  emetic  will  almost 
invariably  bring  relief.  .Wine  of  ipecac  (l  dram)  maybe 
selected.  Subsequent  treatment  should  be  directed  to  the 
laryngeal  catarrh.  A  mixture  like  the  following  will  be 
found  useful : 

B.    Tinrtune  aconiri t([\\ 

Vini  i|M:cacuanhx .  f^j 

PolaMsii  lirumidi 3^** 

Potauii  cilratis .         .    3J 

Syrupi  tolut.iiii      f^j 

Aquw .    .    .    .     i|.  s.  aii  f  iij. — M 

SiG. — A  icaspoonful  every  two  or  three  hours  lor  a  child  of  two 
yean. 
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MEMBRANOUS  CROUP, 

Croupous  Laryngitis ;  True  Croup ;  Psendomembranons 
Laryngitis.) 

Sec  Laryngeal  Diphtheria. 


CHRONIC  LARYNGITIS. 

Simple  Chronic  Catarrhal  Laryngitis.— This  may 

follow  an  acute  attack,  ur  it  may  develop  gradually  from 
overuse  of  the  voice,  excessive  smoking,  or  inhalation  of 
dust  or  irritant  vapors. 

Symptoms. — These  consist  in  moderate  hoarseness,  apho- 
nia after  continued  speaking,  slight  cough,  and  scanty  ex- 
pectoration of  grayish  mucus  tinged  with  dust  or  other 
im[)urities. 

Laryngoscopic  examination  reveals  redness  and  swelling 
of  the  vocal  cords  or  of  the  entire  lar>'nx. 

Treatment. — The  use  of  the  voice  should  be  restricted. 
Coexisting  nasal  or  pharyngeal  disease  should  receive  atten- 
tion. The  patient  must  learn  to  use  the  voice  properly, 
expelling  sounds  by  the  abdominal  muscles  and  diaphragm, 
and  not  by  the  muscles  of  the  throat.  Flannel  protectors 
should  be  avoided,  and  the  application  of  cool  water  to  the 
neck,  night  and  morning,  instituted  in  their  stead.  Tonics 
are  frequently  indicated. 

Thorough  cleansing  of  the  nose,  throat,  and  larynx  should 
be  secured  by  means  of  mild  alkaline  sprays  (Dobclls  solu- 
tion). Astringent  sprays  like  the  following  are  useful : 
Zinc  acetate,  3  to  5  grains  to  the  ounce ;  zinc  sulphocarbo- 
late.  2  to  3  grains  to  the  ounce ;  alum,  3  to  5  grains  to  the 
ounce.  Direct  applications  of  silver  nitrate  (3  to  5  grains 
to  the  nunco)  are  also  very  efficacious. 

Tobercnlons  I/aryngitis. — This  may  be  primary,  but 
it  is  more  often  secondary  to  tuberculosis  elsewhere,  espe- 
cially the  lung. 

Symptoms. — These  consist  in  lioarseness,  aphonia,  hacking 
cough,  and  pain  in  the  throat,  increased  by  coughing,  speak- 
ing, and  swallowing. 
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Laryngoscopk  Examination. — The  mucous  membrane  is 
swollen,  palt\  and  edematous.  The  arytenoid  cartilages  are 
especially  involved,  and  the  membrane  between  tliem  is 
often  the  seat  of  a  jiill-likc  infiltration.  Tuberculous  ulcers 
arc  usually  shallow  and  have  a  broad  base,  an  irrejjular  out- 
line, and  an  uneven  surface.     They  are  extremely  painful. 

Treatment. —  The  general  treatment  should  be  that  of  pul- 
monary tuberculosis.  The  parts  should  be  frequently 
cleansed  with  alkaline  detergent  sprays.  Terebene,  com- 
pound tincture  of  benzoin,  or  eucalyplol  may  be  used  in  a 
respirator  or  inhaled  from  the  surface  of  boiling  water. 
Radical  treatment  consists  in  rubbing  in,  under  cocain  anes- 
thesia, lactic  acid  (30  to  75  per  cent,  solutions).  Palliative 
treatment  consists  in  applying  cocain  in  solution  (4  to  ip 
per  cent.)  or  orthofomi,  morphin.  or  iodoform  in  powder. 
The  following  insufflation  is  useful: 


fi. 


Orthofonn  .     . 

Acidi  horici 
Mur])Iiini{.-  stil|iiiatU 
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Sj^hilitic  laryngitis  may  manifest  itself  as  a  catarrhal 

inflammation,  mucous  patches,  gummatous  infiltration,  or 
ulceration.  The  ulcers  ate  more  or  less  circular,  deep,  iind 
sharply  circumscribed.  They  are  frequently  found  on  the 
epiglottis.  Rapid  necrosis  and  exfoliation  of  the  cartilage 
may  follow.     Pain  is  often  slight. 

Diagnosia.^The  history,  the  presence  of  other  syphilitic 
lesions,  the  deep,  clean-cut.  rapidly  spreading  ulcers,  the  eflcct 
of  treatment,  and  the  absence  of  marked  pain  and  of  pulmo- 
nary lesions  well  serve  to  distinguish  syphilis  from  tttber- 
miosis. 

Treatment. — Constitutional  treatment  with  iodids  and 
mercurials  is  of  the  first  importance.  Local  cleanliness 
should  be  secured  by  thorough  spraying  with  some  alkaline 
antiseptic  solution.  Ulcers  may  be  touched  with  silver 
nitrate  (melted  on  a  silver  probe),  acid  nitrate  of  mercury  (i 
to  5  parts  of  water),  or  chromic  acid  (i  to  8  parts  of  water). 
Insufflations  of  iodoform  arc  also  useful.  Cicatricial  steno- 
sis may  call  for  gradual  dilatation  or  even  tracheotomy. 
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LARYNGISMUS  STRTOULUS. 
(Spasm  of  the  Glottis;  LaryngospaBmus ;  "Child-crowing.") 

Definition. — A  paroxysnial  neurosis,  characterized  by 
reflex  spasm  of  the  adductors  of  the  larynx,  and  not  excited 
by  any  local  inflammation. 

Btiology. — It  usually  occurs  in  rachitic  infants  between 
six  months  and  two  years  of  age.  The  attacks  may  be 
brought  on  by  fright,  gastric  irritation,  exposure,  or  a  sud- 
den movement. 

Ssonptoms. — The  attacks  often  occur  on  waking  from 
sleep,  and  are  characterized  by  a  sudden  arrest  of  breathing 
and  tonic  muscular  spasms.  The  face  is  pale,  and  later 
cyanosed ;  the  eyes  are  rolled  up ;  the  body  is  arched  ;  the 
thumbs  arc  turned  into  the  palms ;  the  legs  arc  extended, 
and  the  soles  turned  inward.  In  a  few  seconds  the  spasm 
relaxes,  and  air  is  drawn  through  the  glottis  with  a  shrill, 
crowing  sound. 

The  seizures  vary  greatly  in  frequency :  several  may 
occur  in  a  day,  or  they  may  be  weeks  apart 

Dia^osis. — The  intermittent  character  of  the  affection  ; 
the  peculiar  crowing  inspiration  ;  the. absence  of  fever,  cough, 
and  hoarseness  will  serve  to  distinguish  laryngismus  from 
croup. 

Prognosis. — Favorable.  In  the  very  young  death  may 
result  from  suflbcation. 

Treatment.  —  The  Paroxysm. — Cold  water  may  be 
dashed  on  the  face  and  head,  or  a  few  drops  of  nitrite  of 
amyl  may  be  placed  on  a  handkerchief  and  held  before  the 
nose. 

The  Inten^al. — Careful  search  should  be  made  for  some 
exciting  cause;  the  gums  may  require  lancing,  or  the  gas- 
tro-intcslinal  tract  may  demand  attention.  The  child  should 
be  placed  under  the  best  hygienic  conditions.  The  food 
should  be  plain  and  nutritious;  tonics,  like  cod-Iivcr  oil, 
hypophosphites,  and  arsenic,  arc  generally  indicated.  The 
broniid  of  sodium  is  an  eflficicnt  anti.spasmodic,  and  may  be 
advantageously  combined  with  antipyrin ; 
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EDEMA  OF  THE  LARYNX. 
(Edema  of  the  Glottis. ) 

Definition. — An  infiltration  of  serous  fluid  into  the  sub- 
mucous tissue  of  the  larynx. 

Ktiolog^. — It  occasionally  results  from  severe  attacks 
of  catarrhal  laiyn^itis.  It  may  be  induced  by  severe  in- 
flammation of  neighboring  organs — as  the  tonsils,  parotid 
glands,  and  pharynx.  It  may  be  a  complication  of  some 
acute  infectious  disease — like  diphtheria,  scarlet  fever,  or 
facial  erysipelas.  It  is  sometimes  associated  with  ulcerative 
affections  of  the  larynx,  hkc  tuberculosis  and  syphilis,  It 
may  be  excited  by  the  irritation  of  burns,  scalds,  or  cavistics. 
It  occasionally  occurs  abruptly  in  the  course  of  Bright's 
disease. 

Pathology. — The  connective  tissue  of  the  larynx  is  in- 
filtrated with  a  serous  or  seropurulent  fluid.  The  mucous 
membrane  is  tense  and  changed  in  color. 

Symptoms. — These  are :  hoarseness  of  the  voice,  and 
later  aphonia;  extreme  dyspnea,  at  first  on  inspiration,  but 
later  on  expiration  also ;  stridulous  respiration ;  barking 
cough  ;  and  the  evidences  of  dyspnea — namely,  anxious 
face,  protruding  eyes,  blue  lips,  prominent  sternocleido- 
mastoids, and  retraction  of  the  base  of  the  chest.  When 
the  epiglottis  is  involved,  the  swelling  can  be  detected  by 
the  finger  in  the  throat. 

La}'yngoscopic  Examination. — TI)e  mucous  membrane  is 
swollen  and  of  a  reddish-purple  color.  The  epiglottis  may 
resemble  a  round,  translucent  tumor.  In  infraglotlic  edema 
the  upper  part  of  the  larynx  may  appear  normal,  but  swollen 
and  edematous  membrane  is  seen  projecting  through  the 
glottis.     The  vocal  cords  are  rarely  affected. 

ProgrnosiS. — Extremely  grave.* 

Treatment. — Mild  inflammatory  edema  sometimes  yields 
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to  the  sucking  of  ice,  local  bloodletting,  the  application  of 
ice  to  the  neck,  astringent  sprays  (alum,  adrenalin,  tannic 
acid),  and  the  administration  of  saline  purees.  When  the 
symptoms  become  urgent,  tlie  parts  should  be  scarified 
under  cocain  anesthesia,  and  if  this  f^uls,  tracheotomy  should 
be  performed  at  once. 


DISEASES  OF  THE  LUNGS. 
BRONCHmS, 

Definition. — An  inflammation  of  the  bronchial  tubes, 
characterized  by  substernal  soreness,  cough,  mucopurulent 
expectoration,  and  dry  and  moist  rales. 

Varieties.^ I )  Acute  catarrhal  bronchitis;  (2)  chronic 
catarrhal  bronchitis ;  (3)  fibrinous  bronchitis. 

ACUTE  CATARRHAL  BRONCHITIS. 

Etiology. — A  cold,  damp  climate;  changeable  weather; 
occupations  that  necessitate  confinement  or  the  inhalation 
of  irritating  dusts  or  vapors ;  the  gouty  diathesis ;  and 
chronic  heart  disease  are  general  predisposing  factors. 

Exposure  to  cold  and  wet,  particularly  when  the  b»tdy  is 
overheated,  or  the  inhalation  of  irritating  gases  or  dusts  is 
the  usual  exciting  cause.  Acute  bronchitis  is  also  an  asso- 
ciated condition  in  certain  infectious  diseases,  especially 
measles,  whooping-cough,  typhoid  fever,  and  influen2a. 

M  icro-organisms  (streptococcus,  staphylococcus,  and  pneu- 
mococcus)  are  without  doubt  important  etiologic  factors. 

Pathology. — In  most  cases  the  trachea  and  large  tubes 
only  are  affected.  The  mucous  membrane  is  red,  swollen, 
injected,  and  more  or  less  covered  with  tenacious  niucopus. 

Microscopic  examination  reveals  desquamation  of  epithe- 
lium and  infiltration  of  the  submucous  tissues  with  Icuko- 
c\tes. 

Symptoms. — The  chief  features  are:  Chilliness;  malaise; 
a  sense  of  soreness  and  constriction  behind  the  sternum, 
which  is  increased  by  coughing  ;  slight  fever  (loo"^  to  102*^ 
F.),  with  its  associated  symptoms ;  and  cough,  which  is  at 
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first  dry  and  painful,  but  later  accompanied  by  free  muco- 
purulent expectoration. 

Physical  Signs. — Inspection,  palpation,  and  percussion 
usually  give  negative  results. 

Auscultation  at  first  reveals  sibilant  and  sonorous  rales 
on  both  sides  of  the  chest,  and  in  the  second  stage,  when 
secretion  is  cstiiblished,  moist  rales, 

Diagfttosis. — Influenza. — High  fever,  severe  pain  in  the 
head,  back,  and  limb?*,  and  great  prostration  will  sca'c  to 
distinguish  influenza  from  bronchitis  when  the  former  is 
prevalent. 

Oatarrbal  Pneumonia. — Moderately  high  and  irregular 
fever,  prostration,  pronounced  dyspnea,  c)'annsis,  and  f>hy- 
sical  signs  indicating  consolidation  will  aid  in  the  recognition 
of  pneumonia. 

Progtiosis. — Favorable.  In  the  old,  young,  and  feeble 
there  is  danger  of  its  leading  to  capillary  bronchitis  or  ca- 
tarrhal pneiimunia.    The  duration  is  from  one  to  three  weeks. 

Treatment. — If  tlie  j>alient  be  weak  or  old,  he  should 
be  confined  to  his  room  or  even  to  bed  ;  the  atmosphere 
of  the  room  should  be  kept  warm  and  moist.  If  the  patient 
be  seen  at  the  outset,  it  is  useful  to  promote  free  diapho- 
resis, and  this  may  be  accomplished  by  means  of  a  hot 
foot-bath,  with  hot  drinks  and  a  full  dose  of  Dover's  pow- 
der. Counterirritation  to  the  chest  in  the  form  of  sinapisms 
or  stupes  is  veiy  beneficial.  The  food  should  bo  simple 
and  readily  digestible,  and  the  bowels  should  be  kept  reg- 
ularly open  by  the  aid  of  mild  aperients.  In  the  early 
stage,  when  there  is  no  secretion,  sedative  ex|)cctorants — 
ipecac,  potassium  citrate,  tartar  emetic,  and  apomorphin — 
are  indicated.  It  is  usually  necessary  to  add  a  sedative, 
like  opiimi  or  one  of  its  derivatives  (codein,  -jt  to  ^  grain,  or 
heroin,  ^^  to  ^  grain)  to  allay  the  distressing  cough.  Such 
combinations  as  the  following  will  be  found  useful : 


Bt.     rtjtfls-^ii  citratis 

Vini  i|.>ecacunnliic   .... 

Tinclum-  oiiJi  tamphora!^  .    .  -    .  Ixiij 

Succi  UmonU ^j 

Syni)<i ^^.  *.  i^vj. — M, 

SlO.— A  lablcfipoonful  every  four  hours. 
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When  the  secretion  becomes  more  abundant,  stimulant 
expectorants  are  indicated.  One  of  the  most  reliable  mem- 
bers of  this  class  is  ammonium  chlorid;  it  maybe  pre- 
scribed in  some  simple  vehicle,  like  brown  mixture,  or  with 
squills,  as  in  the  following  formula: 

B>    Amnionii  chlortdi 3'*^ 

Syrupi  Rcill.T -  ISv 

Tincturw  opii  deotlorau \^^^ 

Extracti  glycynhi/.t 5j 

dyccrini .  \\f& 

Aqusc q.  s,  atl  iiiv. — M. 

Sio. — A  desMrt^xonful  in  water  every  four  hours. 

Among  other  useful  stimulant  expectorants  may  be  men- 
tioned terpin  hydrate,  tercbcne,  oil  of  eucalyptus,  oil  of 
santal,  and  tar.  Such  combinations  as  the  following  arc 
often  serviceable  when  the  catarrh  tends  to  become  subacute: 


gr.  ij-iij.— M. 


Or 


B.    Tcrcbini 

Olei  sanUli  .    .        .     . 
Slrycbnrn;^  sulphati* 
Codein.  sutpbatis     .    .    . 
Pone  in  capsulai  Mo.  xij, 
Sio. — (.Jnc  every  four  hoars. 


B-    Ammunii  chloridi ^ 

Vint  picU  li<|iud.x 

Mislurc  plycyirhi/'jc  compositx  at  ^i**. — M. 

Su;. — A  dc^>crts[)ooiirul  every  two  or  three  hours.     (MussER.) 


In  the  aged  and  infirm  alcoholic  stimulants  are  often  re- 
quired to  combat  general  adynamia.  Strychnin  is  a  most 
valuable  adjunct  to  the  expectorants  when  there  arc  indica- 
tions that  the  heart  is  becoming  strained  by  the  violent 
paroxysms  vX  cough.  Should  there  be  evidence  of  pro- 
nounced cardiac  failure,  it  will  be  necessary  to  employ 
digitalis. 

Such  tonics  as  cod-liver  oil.  indid  of  iron,  quinin.  and 
arsenic  arc  often  useful  during  convalescence  from  severe 
and  prolonged  attacks.  Much  benefit  will  also  be  obtained 
from  suitable  change  of  climate. 
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CHRONIC  BRONCHITIS. 
(Chronic  Bronchial  Catarrh ;  Winter  Cough.) 

Etiology. — It  may  result  from  the  continuation  of  an 
acute  attack;  but  more  frequently  it  develops  gradually  in 
association  with  gout  or  chronic  heart  or  kidney  disease. 
It  is  especially  common  in  the  old.  It  is  an  associated  con- 
dition in  emphysema,  phthisis,  chronic  interbtitial  pneumonia, 
and  in  many  cases  of  asthma. 

Pathology. — The  mucous  membrane  of  the  bronchi  is 
sometimes  thickened  and  roughened  from  an  overgrowth 
of  the  connective  tissue;  in  other  cases  the  mucosa  is  thin 
from  atrophic  changes.  The  surface  is  usually  covered  with 
niucopus;  ulcers  arc  occasionally  noted. 

Long-standing  bronchitis  leads  to  dilatation  of  the  tubes 
(bronchiectasis)  and  to  emphysema. 

Symptoms. — The  chief  features  are:  Persistent  cough 
with  more  or  less  mucopurulent  expectoration;  a  sense  of 
soreness  behind  the  sternum.  Fever  is  usually  absent,  and 
unless  the  disease  is  very  severe,  the  i^enenxi  health  may  be 
fairly  well  prcscr\'ed.  Dyspnea  on  exertion  is  sometimes 
a  troublesome  symptom  ;  it,  however,  belongs  more  to  the 
resullini:  omplnscma  than  to  the  bronchitis. 

Physical  Sig^ns. — Unless  emphysema  has  developed, 
inspection,  [palpation,  and  percussion   give  negative  results. 

Auscultation  reveals  rales,  some  of  wliich  are  dry  and 
wheezing,  while  otlicrs  are  moist  and  bubbling. 

Special  Varieties. — (i)  Rheumatic  bronchitis;  (z) 
bronchorrhca;  (3)  dry  catarrh. 

Eheomatic  Bronchitis. — This  form  occurs  in  those  of  a 
rheumatic  diathesis,  and  is  characterized  by  severe  parox- 
ysmal cough,  the  expectoration  of  scanty,  tenacious  mucus, 
and  aching  pains  in  various  parts  of  the  chest.  It  is  espe- 
cially influenced  by  atmospheric  changes,  and  does  not 
yield  to  the  ordinary'  treatment  of  bronchitis. 

Bronchorrhea. — This  term  is  applied  to  cases  of  chronic 
bronchitis  which  are  associated  with  a  very  copious  expec- 
toration. The  .sputum  is  generally  mucopurulent,  and 
sometimes  ver)'  offensive  (fetid  bronchitis). 
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E)ry  Catarrh. — This  form,  described  by  Laennec  as  ca- 
tarrht'  Set',  is  characterized  by  severe  spells  of  coughing"  that 
arc  accompanied  by  little  or  no  expectoration.  It  is  gen- 
erally seen  in  the  old  in  association  with  emphysema  or 
asthma. 

Diag^nosis. — Phthisis. — The  absence  of  fever,  of  hemor- 
rhage, of  biicilli  in  the  sputa,  and  of  signs  indicating  con- 
solidation will  serve  to  distinguish  chronic  bronchitis  from 
phthisis. 

Bronchiectaais. — This  often  results  from  chronic  bron- 
chitis. It  is  characterized  by  paroxysms  of  cough  attended 
with  the  e.Kpcctoration  of  large  quantities  of  purulent  secre- 
tion of  an  extremely  oficnsivc  odor.  There  may  be,  aJso, 
physical  signs  of  one  or  more  cavities  near  the  root  or  base 
of  the  lung. 

Emphysema. — Marked  dyspnea,  distention  of  the  chest, 
hyperresonance  on  percussion,  and  a  ]>rolonged  feeble  ex- 
piration on  auscultation  will  indicate  emphysema. 

Sequelae. — Mmphysema,  bronchiectasis,  and  dilatation  of 
the  right  ventricle. 

Prognosis. — i'erfect  recover)'  is  rarely  attainable,  but  the 
disease  is  not  incompatible  with  long  life. 

Treatment. — Treatment  must  be  directed  toward  the 
prevention  of  recurrent  attacks,  and  the  removal,  if  possible, 
of  the  underlying  cause.  Change  of  climate,  especially  in 
winter,  is  most  beneficial.  \V!ien  there  is  much  secretion,  a 
dry,  warm  climate  is  generally  to  be  recommended,  whereas 
if  there  be  little  expectoration,  a  moist  warm  climate  is 
preferable.  When  patients  cannot  afford  to  travel,  they 
should  remain  indoors  as  much  as  possible  in  bad  weather. 
and  take  everj*  precaution  against  exposure.  Flannel  should 
at  all  times  be  worn  next  to  the  skin,  the  feet  should  be  kept 
dry,  and  night  air  should  be  avoided. 

Underlying  chronic  diseases  should  receive  appropriate 
treatment.  When  cardiac  insufficiency  is  present,  digitalis 
or  strv'chnin  will  be  required.  When  there  is  general 
malnutrition,  such  a-mcdics  as  iron,  arsenic,  cod-liver  oil,  and 
hypophospliites  may  be  given  with  advantage.  Wlien  gout 
Is  a  factor,  iodids  and  alkalis  will  prove  serviceable. 
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The  most  useful  direct  ranciiies  arc  the  stimulant  cx- 
pcctoraats,  such  as  tcrebcne,  oil  of  eucalyptus,  inyrtol,  oil  of 
santal,  oil  of  copaiba,  oil  of  cubeb,  and  lar.  When  the 
sputum  is  heavy  and  purulent,  no  drug  acts  so  well  as  crea- 
sote  or  the  carbonate  of  guaiacol.  Potassium  iodid  may  be 
tried  when  the  expectoration  is  scanty  and  viscid.  Mild 
anodynes — heroin  or  codein— are  often  necessary  to  control 
harassing  cough.  The  following  fonnulas  will  illustrate  the 
manner  in  which  these  remedies  may  be  combined ; 

li.    Tcrrbini 

01  ei  eucalypti 

Olei  saniAli   .    . ftA    f^j-iiis 

Cotleinue .  (jr.  iij-vj. — M. 

Pone  in  capsulas  No.  xxiv.  ' 

SiG. — One  nfler  each  meal  and  at  Leiltime. 

R.    Terjiini  hydralis ^ 

Guaiacul  cnrUonatU ,^ij 

Strychnin*  ftulpliotis e^  ^^s 

Codcinae ;t-  i'j- — M. 

Pone  in  capsulas  Xo.  xxlv. 

Sic. — One  or  two  capsules  ihrcc  or  fuitr  lt]iir>  :i  d;ty. 

B-    Aponiorpliinx  liydrochlonili-. IT- •* 

Syriipi  pruiii  virgiiiiana: f^ij 

Syrupi  j>ici»  liquid* Pjiv  —  M. 

SiG  — A  ulilcspoonful  thrice  dnily.     (MuhREU^) 

Inhalations  (cucalyptol,  tcrebcne,  oil  of  Scotch  fir,  com- 
pound tincture  of  benzoin,  etc.)  are  often  eHficacious.  Such 
a  mixture  as  the  following  may  be  employed  several  times  a 
day  in  an  oronasal  respirator  : 

B.   Chlorofonni f";v« 

Creasi  ili 

Terehinl 

<>Iei  jtini  >ylvcjitris     .....      itD  O^im 

Alcohohi I].!..  ad(^j. 

Sic— From  5  to  ?o  drops  to  be  used  in  the  inhaler  several  limes 
a  day. 

CouHtcrirritation,  prcfcntbly  with  iodin  or  small  blisters,  is 
often  of  great  service  in  lessening  the  severity  of  acute 
exacerbations. 
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FIBRINOUS  BRONCHITIS. 

(Croupous  Bronchitis;  Pseudomembranous  Bronchitis.) 

Definition. — A  |)riinaiy  iiiflammator>-  disease  of  the 
bronchi  .issucialcJ  witli  the  formation  of  false  membrane. 

Etiology. — The  causes  arc  unknown.  It  is  not  infre- 
quently associated  with  some  general  or  local  infection, 
such  as  typhoid  fever,  measles,  pneumonia,  or  tubercu- 
losis. 

Pathology. —  The  disease  is  often  limited  to  a  certain 
number  of  bronchi.  Some  of  the  affected  tubes  are  found 
filled  with  a  fibrinous  exudate,  wiiile  others  are  found  empt>' 
and  show  a  loss  of  epithelium.  The  casts  are  usually  ex- 
pelled in  the  fi)rm  Ki{  wliitisli  balls,  and  wlien  unrolled  in 
water,  present  brandling  molds  of  the  divisions  and  sub- 
divisions of  the  alTccled  bronchi.  On  close  cxaminati<m  they 
are  found  to  l>e  hollow  and  laminated.  Under  the  micro- 
scope, a  honiojjcneous  or  fibrillated  membrane  is  observed, 
imbedded  in  which  are  leukocytes,  fat  drops,  particles  of 
pigment,  epilheliil  cells,  and  occasit»nally  Leyden's  octa- 
hedral crvstals. 

S3^tnptoms. — Acute  and  chronic  forms  are  recognized, 
Thc  former  is  rare,  and  manifests  the  symptoms  of  a  severe 
attack  ^)f  acute  bronchitis,  but  the  sputa  contain  fibrinous 
casts  antl  there  is  marked  dyspnea. 

The  chronic  form  is  charactcrizetl  by  severe  couj;h.  parox- 
ysms of  dyspnea,  and  the  e.\|K-ctoration  of  fibrinous  plut^s. 
The  physical  si^/ns  are  those  of  chronic  bronchitis  The  dis- 
ease often  lasts  a  few  weeks,  and  then  disap(xrars.  to  return 
again  at  definite  fK'riods. 

Prognosis. — In  the  acute  variety  the  proijnosis  must  be 
tjuardeii;  divitli  frecpiently  results  from  suffocation. 

The  chronic  variety  runs  a  ver)'  protracled  course. 

Treatment. — In  the  acute  cases  the  atmosphere  of  the 
room  should  Ix^  kept  moist  and  uniformly  warm.  Inhala- 
tions of  alkaline  vapors  (lime-water)  appear  to  he  beneficial. 
Connterirritants  should  be  applied  to  the  chest.  Kmetics 
sometimes  aid  in  the  expulsion  of  loose  casts.  Sedative  or 
stimulant  expcct^^rants   may  be  prescribed,  as  in  catarrhal 
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bronchitis, 
be  given. 


I- 


In  llic  chronic  form  potassium  iodid  may  also 


BRONCHIECTASIS. 
(Dilatation  of  the  Bronchi.) 
A  uniform  or  circumscribed  dilatation  of 


Definition. 

the  bmnclii. 

Etiology. — It  is  most  frequently  the  result  of  chronic 
bronchitis,  weakening  of  the  walls  of  tlie  brdnchi  from  the 
inflammation  and  increased  pressure  from  Uie  violent  cough- 
ing being  the  determining  factors.  It  is  occasionally  excited 
by  obstruction  to  a  bronchus  from  a  foreign  body  or  the 
pressure  of  an  aneurysm.  Finally,  the  contraction  of  over- 
grown connective  tissue  in  fibroid  pneunnmia,  chronic 
phthisis,  and  chronic  pleural  thickening  sometimes  induces 
marked  cctasy. 

Pathology. — Two  forms  are  noted:  (i)  The  cj^lindric 
form,  in  which  the  tubes,  jiarticularly  those  of  medium  size, 
are  uniformly  dilated  in  one  or  both  lungs;  and  (2)  the 
saccular  form,  in  wlucli  tlie  tubes  swell  out,  here  and  there, 
into  circumscribed  dilatations  that  may  reach  sevcml  inches 
in  diameter.  Bronchiectatic  cavities  arc  lined  with  mucous 
membrane,  but  the  latter  is  often  atrophied,  indurated,  or 
ulcerated. 

S5^tnptoms. — The  chief  symptoms  are  paroxysmal  cough, 
dyspnea,  and  copious  expectoration.  The  last  is  character- 
istic; it  is  apt  to  occur  periodically  in  gushes;  the  material 
has  a  highly  oflfensive  odor,  and  when  allowed  to  stand  in  a 
glass  vessel.  sej>arates  into  three  layers :  an  upper  layer  of 
dirty  brown  froth,  a  middle  layer  of  turbid  mucus,  and  an 
under  layer  of  decomposed  pus.  Microscopically,  it  contains 
pus-corpu.scles,  fat  cr>*stals,  crj'stals  of  hematoidin.  and 
numerous  micro-organisms,  but  no  tubercle  bacilli.  Elastic 
fibers  arc  rarely  fotmd.     HemoptA'sis  is  not  uncommon. 

Physical  Signs. — In  the  cylindric  variety  the  signs  are 
those  of  chronic  bronchitis.  The  saccular  variety  may  pre- 
sent the  signs  of  tuberculous  cavities — localized  tympany, 
cavernous  breathing,  gurgling  rales,  and  pectoriloquy,    Bron- 
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chiectatic  cavities  are  usually  near  the  root  or  the  base  of  the 
lung. 

Diagnosis. — Phthisis. — The  marked  constitutional  symp- 
toms, the  apical  location  of  the  cavities,  the  signs  of  consoli- 
dation around  the  cavities,  and  the  presence  of  tubercle  bacilli 
in  the  sputum  will  establish  the  diagnosis. 

Prognosis. — There  is  little  prospect  of  cure,  but  life  may 
be  prt)li>ngod  indefinitely. 

Treatment. — The  general  treatment  is  that  of  chronic 
bronchitis.  The  most  useful  expectorants  are  oil  of  eucalyp- 
tus, oil  of  santal,  terebene,  tar,  guaiacol  carbonate,  and  crea- 
sote.  Inhalations  of  terebene.  carbolic  acid,  creasote.  etc., 
lessen  cough  and  aid  in  destroying  the  fetid  odor  of  the 
breath.  When  a  single  large  cavity  can  be  definitely  located 
in  the  lower  lobe,  incision  and  drainage  may  be  considered. 

ASTHMA. 

Definition. — Paroxysnial  d\'spnea  due  to  spasm  of  the 
bronchi  or  to  sudden  swelling  of  the  bronchial  mucosa. 

Ktiology. — Asthma  is  a  symptom  of  several  diseases, 
but  a  hypersensitive  condition  of  the  mucous  membrane  of 
the  respiratory  tract  appears  to  be  essential  to  its  production. 
When  this  condition  prevails,  asthma  may  be  induced — (1) 
By  the  pulmonar>'  congestion  of  cardiac  disea.sc  (cardiac 
astlmia);  (2)  by  the  uremic  into.xication  or  transient  pul- 
monary edema  of  Bright's  disease  (renal  asthma);  or  (3)  by 
some  irritant  from  without,  as  the  i>ollcn  of  plants  (hay- 
asthma);  {4)  sometimes  the  paroxysms  are  excited  by  the 
most  trivial  causes,  as  an  atmospheric  change  or  a  peculiar 
odor,  and  to  this  form  many  writers  restrict  the  term  asthma. 
This  last  will  be  discussed  under  the  head  of  Essential  Asthma. 


ESSENTIAL  ASTHMA. 
(Bronchial  Asthma;  Nerrous  Asthma;  Spasmodic  Asthma.) 

Etiology. — Heredity. a  neurotic  tcinperanicnt.and  lesions 
of  the  upper  air-passages  (hypertrophic  rhinitis,  polyps,  etc.) 
are  predisj>osing  factors.  More  males  are  affected  than 
females.    It  may  develop  at  any  age.    Atmospheric  changes, 
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the  inhalation  of  certain  kinds  uf'  dust,  the  odor  of  ccrtani 
animals  or  plants,  rctkx  irritation,  inth'gcstion,  a  chanj^c  of 
locality,  or  bronchial  catarrh  may  serve  as  an  exciting  cause. 

Pathology. — The  disease  is  a  pure  neurosis,  and  the 
paroxysms  prohalily  result  from  spasm  of  the  bronchial 
muscles  or  a  sudden  vasomotor  tur^eiicencc  of  the  bronchial 
mucosa. 

SytnptoMS. — The  paroxysms  often  appear  suddenly,  but 
in  some  cases  certain  s>*mptoms  precede  and  ^;ive  warning 
of  the  approaching  attack ;  among  these  are  chilliness, 
flatulence,  sneezing,  and  a  copious  discharge  of  pale  unne. 
The  attacks  most  uften  occur  at  night.  There  is  a  sense  of 
oppression  and  anxiet)'.  fuUawed  by  dyspnea  so  intense  that 
the  patient  runs  to  the  window  tor  air,  or  sits  upright  with 
his  arms  in  such  a  position  that  he  can  bring  into  play  the 
auxiliary  muscles  of  respiration.  The  face  is  pale  and 
anxious,  the  lips  are  blue,  and  the  surface  is  covered  with 
profuse  perspiration.  The  respirations  are  not  rapid,  but 
labored  and  noisy.  Cough  is  usually  present,  and  is  asso- 
ciated with  the  ex|7ecto ration  of  thick,  tenacious  mucus. 
On  close  examination  little  grayish  plugs  can  be  detected  in 
the  sputum.  These,  under  a  pocket-lens,  are  seen  to  consist 
of  delicate  spirals  of  mums  tliat  have  been  molded  in  the 
finer  l)n»nchit)Ies  (Curschmann's  spirals). 

Microscopic  examination  also  reveals  eosinophile  cells  and 
octahedral  crystals  (Charcot-Leydcn  crystals). 

The  paroxysms  may  last  from  a  few  minutes  to  many 
hours,  and  may  recur  for  several  successive  nights,  or  may 
disap]>ear  entirel)-  for  weeks  or  months. 

Physical  Signs. — hisf'eciiott  reveals  expiratory  dyspnea 
and  clisleiUion  uf  the  chest. 

Percussion  reveals  hyperresonancc. 

AttsruiMfiou. — Vesicular  breathing  is  weak  and  obscured 
by  abundant  sibilaiU  and  sonorous  rales.  The  latter  are  espe- 
cially marked  in  expiration,  which  is  greatly  prolonged  and 
wheezy. 

I     Diagnosis. — Oardlac  and  renal  asthma  are  to  he  distin- 
guished  from  essential   asthma  by  the   history  and  by  the 
evidence  of  ortjanic  heart  or  kidney  disease. 
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Hay-aathma  may  be  recognized  by  the  periodicity  of  the 
attacks  and  the  associated  conza  ami  sncczin*:. 

Laryngeal  Obstructioa  &om  Foreign  Bodies,  Croup,  Paralysis 
of  the  Vocal  Cords,  or  £dema. — Tlic  dyspnea  is  with  inspira- 
tion, and  the  chest,  instead  of  bein^^  distended,  is  retracted, 
especially  at  the  base. 

Sequelee. — Kmphysema  invariably  follows  when  the 
asthma  is  of  lon^'  duration;  it  results  from  tlie  tension  to 
which  tlie  vesicles  are  subjected  during  the  expirator>' cfibrt. 
Dilatation  of  the  right  ventricle  is  also  a  remote  sequel. 

Prognosis. — The  disease  does  not  prove  fatal  except 
throu^rh  complications  or  sequela.*.  Rccover)Ms  rare.  Cases 
associated  witli  some  definite  reflex  irritation,  as  nasal  ob- 
struction, occasionally  recover  wlien  the  cause  is  removed. 

Treatment* — Tiu  Inten^al. — The  cause  must  be  sought 
For  in  every  case,  and  removed  if  possible.  Digestive  dis- 
turbances should  always  receive  careful  attention.  Chronic 
bronchitis,  emphysema,  and  dilatation  of  the  heart  are  fre- 
quent concomitants  of  asthma  and  call  for  special  treatment. 
Change  of  climate,  even  though  slight,  generally  proves  of 
decided  service,  but  the  choice  of  locality  must  be  deter- 
mined very  largely  by  the  personal  experience  of  the 
patient  Many  sufferers  do  better  in  the  smoky  atmo- 
sphere of  cities  than  in  the  country*,  but  a  dry  atmosphere 
with  a  moderate  elevation  is  belter  suited  for  the  niajttrily. 
.  Among  internal  remedies  none  has  proved  more  useful 
than  potassium  iodid  (5  to  10  grains  thrice  dail)*)  in  averting 
attacks.  Tincture  of  belladonna  (3  to  5  minims  thiicc  daily) 
is  a  valuable  adjunct  to  the  iodid.  Arsenic  may  be  tried  when 
the  iodids  fail.  Grimit'iia  rohusia  is  sometimes  u.scful  when 
there  is  much  catarrh.  Strychnin  is  of  service  in  cases  asso- 
ciated with  emphysema. 

The  Attack. — Some  patients  derive  great  benefit  from  the 
fumes  of  ignited  stramonium  or  belladonna  leaves  or  paj>er 
that  has  been  impregnated  with  p<itassium  nitrate.  These 
agents  may  be  burnt  in  the  palienl's  r*iom  or  smoked  in  a 
pipe  or  in  the  form  of  cigarets.  Marked  alltviation  of  the 
paroxysms  is  often  obtained  from  the  inhalation  of  amy! 
nitrite  (5  to  6  minims),  ethyl  iodid  (10  to  20  minims),  or 
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a  few  whiflfs  of  chloroform.  If  such  measures  fail  to 
afford  relief,  internal  remedies  must  be  used,  in  some 
cases  strong  hot  coffee  acts  most  happily ;  in  others  more 
benefit  is  derived  from  hot  whisky  and  water.  Among  the 
numerous  special  remedies  that  have  been  advocated  the 
following  appear  to  be  tlie  most  reliable  :  opium,  belladonna, 
bromids,  chloral,  paraldehyd,  Hoffmann's  anodyne,  lobeHa, 
and  quebracho. 

Few  attacks  will  resist  the  action  of  morphin  hypoder- 
mically  with  atropin,  but  the  greatest  caution  must  be  ex- 
ercised in  order  that  the  patient  may  not  become  addicted 
to  the  drug.  Heroin  hydrochlorid  hypndcrmicaliy,  in  doses 
of  from  ^  to  fi„  grain,  may  often  be  substituted  for  morphin 
with  great  advantage.  When  the  attacks  are  associated 
with  bronchial  catarrh,  a  combination  hke  the  following 
sometimes  proves  efficacious : 

li,      Tinctunc  l>eIladonnQp f^j 

Tincture  lobellse      feiij 

Extracli  a»pido>pcnnaliii  fluidi  ....  f^ss 

Spiritus  alliens  coinpositi f^v 

StroDtii  bromidi 3''^ 

EUxirifi  nromolici 4.  j>.  ad  \^\v. — M. 

SiG. — A  de**CTia|»ix>nful  in  water  every  Iwoor  three  hnurs. 

Among  other  measures  that  have  been  found  useful  in 
alleviating  asthmatic  attacks  may  be  mentioned  the  applica- 
tion of  sinapisms  to  the  chest,  the  inhalation  of  compressed 
air,  and  the  inhalation  of  oxygen. 


HAY    ASTHMA. 
(Hay- fever;  Autumnal  Catarrh ;  Rose-cold.) 

Definition. — A  catarrhal  affection  of  the  upper  air-pas- 
sages, characterized  by  cor>'za  and  asthmatic  seizures,  and 
evoked  by  irritation  of  a  hypcresthetic  nasal  mucous  mem- 
brane. 

Etiology. — An  inherited  tendency,  nervous  tempera- 
ment, indoor  life,  and  chronic  nasal  disccise  are  predispos- 
ing factors.  The  atUicks,  as  a  rule,  occur  in  the  autumn 
(autumnal  catarrh)  or  in  the  spring  (rose-cold),  and  are  ex- 
cited by  certain  dusts,  vapors,  or  odors.     The  pollen  of 
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plants  seems  to  be  a  common  excitant.  The  seizures  may 
occur  at  any  time  if  the  peculiar  irritant  is  present. 

Pathology. — An  essential  feature  is  the  hypersensitive 
condition  of  the  mucous  membrane,  and  this  is  often,  though 
not  invariably,  associated  with  hypertrophic  rhinitis. 

Symptoms. — Redness  of  the  conjunctiva."  and  swelling 
of  the  eyelids ;  pruritus  of  the  nose  and  eyes ;  sneezing ; 
obstruction  of  the  nostrils;  watering  of  the  eyes;  a  copious 
discharge  of  mucus  from  the  nose;  headache;  cough;  and 
asthmatic  attacks  arc  the  usual  phenomena. 

RosC'Coid  usually  begins  in  May  or  June  and  runs  to  the 
latter  part  of  July.  Aufum/tal  catarrh  begins  in  the  latter 
part  (tf  Au;4ust  and  ends  with  the  first  frost. 

Prognosis. — Tlic  disease  never  proves  fatal,  but  perma- 
nent cure  is  very  rare. 

Treatment. — Careful  search  should  be  made  for  chronic 
nasal  disease,  and  if  found,  approi)riate  treatment  instituted. 

A  change  of  climate  during  the  jieriod  of  susceptibility 
exempts  most  patients.  A  sea-voyage  or  a  sojourn  \\\  some 
high-mountain  district,  like  the  White  Mountains,  Adiron- 
dacks,  Catskills,  or  Allcghanics,  may  be  recommended. 

Tonics  such  as  quinin,  arsenic,  and  strychnin  are  often 
very  useful  when  administered  before  and  during  an  attack. 
To  allay  itching  and  lacriniation  the  eyes  may  be  washed 
with  a  solution  of  boric  acid  (lo  grains  to  the  ounce)  or 
sulphate  of  zinc  (i  to  2  grains  to  the  ounce).  Sneezing, 
nasal  fulness,  and  discharge  are  often  relieved  by  medi- 
cated sprays  (OobclTs  solution)  or  the  application,  on 
pledgets  of  cotton,  of  adrenalin  solution  (i  :  5000). 

PULMONARY  EMPHYSEMA. 

Definition. — Abnormal  distention  of  the  lungs  with  air. 
Varieties. — (i)  Interlobular  Emphysema. — This  form  is 
rare,  and  results  from  the  rupture  of  the  air-vesicles  and  the 
escape  of  air  into  the  interstitial  tissue. 

(2)  Compensatory  Emphysema. — This  is  a  vicarious  disten- 
tion of  one  part  of  the  lung,  owing  to  pathologic  changes  in 
another  part   of  the   organ.    It  is  primarily  physiologic, 


^ — It  i.s  cnaraacrizea  oya  gn 

lent  i>r  the  lungs  in  consequence  of  overdistenti 

r-vesicles. 

ensator)'  emphysema,  atrophic  em|)hysema,  and  h 

ic  emphysema  together  form  a  subdivision  kno\ 

lar  emphysema. 

'         HYPERTROPHIC  EMPHYSEMA* 

ition, — A   pulmonary  disease   characterized   an 

*   by  dilatation  of  the  air-vesicles  and  atrophy  o 

Is;  and  clinically  by  permanent  enlargement  of  lli 

vith  persistent  dyspnea. 

>gy> — Congctiital  weakness  of  the  lung  structure 
a  defective  development   of  elastic   tissue — is 

:  predisposing  factor.     This  predisposition  may 

?d  through  several  generations. 
?d  expiration  the  air  cannot  escape  with  suffici 
Jirough   the    narrow    glottis,   and    the    backwarl 
[stretches   the   air-vesicles ;    hence    the  obstina^ 

chronic   bronchitis,  the    expiratory  straining 
|id  occupations  that  necessitate  forced  expirati 
ig  on  wind-instruments    and  glass-blowing, 
lors. 

>gy. — The  lungs  are  enlarged  and  do  not  c 
the  thorax   is  opcnrci.      In  h;id  c^s^ 
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nary  artery  and  to  secondary  hypertrophy  of  the  right  ven- 
tricle. 

Symptoms. — The  disease  generally  manifests  itself  in 
middle  life,  but  it  is  sometimes  observed  in  the  young. 
Dyspnea,  increased  by  exertion  ;  cyanosis,  often  extreme 
during  attacks  of  acute  bronchitis;  and  cough,  from  the 
associated  bronchitis,  arc  tlie  usual  symptoms.  In  advanced 
cases  edema  of  the  feet  may  result  from  cardiac  failure. 

Physical  Signs.— The  neck  is  short,  and  the  sterno- 
cleidomastoids are  prominent.  The  thorax  is  likewise 
short,  but  broad  especially  in  its  anteroposterior  diameter. 
This  configuration  has  given  rise  to  the  term  "barrel- 
shaped  "  chest.  On  respiration  there  is  little  expansion,  but 
an  elevation  of  the  thorax  as  a  whole.  The  apex-beat  is 
invisible,  but  an  abnormal  pulsation  is  often  noted  in  the 
epigastrium. 

Palpation. — Vocal  fremitus  is  diminished. 

Pinussion. — This  gives  increased  resonance.  The  upper 
level  of  hepatic  dulncss  is  depressed,  and  the  area  of  cardiac 
duhiess  may  be  almost  obliterated. 

Auscultation. — Inspiration  is  short  and  feeble ;  expiration 
Is  prolonged  and  low  pitched,  or  inaudible.  Rales  resulting 
from  the  associated  bronchitis  are  frecjuently  heard.  The 
pulmonary  second  sound  is  accentuated. 

Complications. — Bronchitis,  asthma,  dilatation  of  the 
right  ventriilf,  and,  later,  tricuspid  regurgitation  iind  dropsy. 

Diagnosis. — Chronic  BronchitiB. —  In  this  disease  there  is 
no  marked  dyspnea;  the  chest  is  not  enlarged;  there  is  no 
change  in  the  percussion-note  or  in  the  expiratory  sound. 

Pneumothorax. — This  disease  develops  suddenly,  is  uni- 
lateral, and  yields  a  tympanitic  note  on  fxrrcussion  and 
metallic  tinkling  and  bell-tympany  on  auscultation. 

Prognosis. — Kniphysema  is  incurable,  but  its  advance 
may  be  stayed  by  relieving  the  primary  condition.  It  runs 
a  lung  course  and  is  in  itself  rarely  fat;d,  but  death  may 
result  from  heart-failure  and  dropsy,  or  from  intercurrent 
pneumonia. 

Treatment. — The  treatment  advocated  in  chronic  bron- 
chitis and  .isthma  is  often  applicable  here.   The  patient  should 
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be  placed  under  the  most  favorable  hygienic  conditions. 
Iron  is  indicated  in  tlic  anemic.  Strychnin  (^  to  ^  grain) 
is  a  valuable  respiratory  and  cardiac  stimulant,  and  may  be 
combined  with  digitalis  wlien  there  are  symptoms  of  heart- 
failure. 

B .     Slrychninn*  sulphatis gr.  ss 

i'lilvcris  diptalis 
Culverts  scillx 

Ferri  reducti aa  gr,  xx.— M. 

Hant  ptlulrc  No.  xx. 
Sio. — One  Ihricc  daily. 

The  inhalation  of  oxygen,  or  the  inspiration  of  compressed 
air,  followed  by  expiration  into  rarefied  air,  is  sometimes  a 
useful  measure. 

HEMOPTYSIS. 
( Bronchorrhagia ;  Broncliopiihnonary  Hemorrhage.) 

Definition. — TJie  expectoration  of  blood. 

Btiology- — The  chief  causes  are:  (i)  Traumatism.     (2) 

Certain  organic  diseases  of  the  lung,  especially  tuberculosis, 
lobar  pneumonia,  bronchiectasis,  gangrene,  infarct,  and  can- 
cer. (3)  Passive  congestion  the  result  of  heart  disease, 
especially  mitral  lesions.  (4)  Rupture  of  an  aortic  aneur- 
ysm. (5)  Diseases  profoundly  affecting  the  blood,  such  as 
purpura,  hemophilia,  scurvy,  and  leukemia.  (6)  Ulcers, 
traumatic,  syphilitic,  or  malignant,  of  the  trachea  or  larynx. 
(7)  Vicarious  menstruation  (very  rare). 

Symptoms. — Sometimes  the  bleeding  is  preceded  by 
cough,  dyspnea,  or  substernal  warmth  or  tenderness,  but 
often  there  is  no  premonition,  and  the  first  indication  is  the 
presence  of  a  warm  salty  fluid  in  the  mouth.  The  blood  is 
generally  raised  by  coughing,  and  is  bright  red  and  frothy. 
It  is  alkaline  in  reaction,  and  intimately  mixed  with  air  and 
mucus.  The  hemorrhage  is  rarely  profuse  unless  it  results 
from  the  rupture  of  an  aortic  aneurysm  or  the  ulceration  of 
a  large  vessel  in  advanced  phthisis.  Auscultation  of  the 
chest  reveals  bubbling  rales.  The  subsequent  expectora- 
tions are  tinged  with  blood,  and  if  much  is  swallowed,  it 
may  excite  vomiting  or  pass  into  the  intestine  and  impart  a 
tarry  appearance  to  the  stools, 
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Diagnosis. — The  differential  diagnosis  between  himah 
fffu-S!s  and  hemoptysis  hits  been  considered  on  page  63. 

Prognosis. — This  depends  upon  the  cause.  It  is  rarely 
fatal,  except  in  aneurysm  and  in  advanced  phthisis  with  a 
large  cavity. 

Treatment* — Absolute  rest  is  essential.  An  ice-bag^ 
may  be  jjlaccil  over  the  suspected  scat  of  the  hemorrhage,  but 
it  should  be  removed  if  it  agi^ravates  the  coughing.  Bits 
of  ice  may  be  given  to  the  patient  to  suck.  There  is  no 
more  useful  remedy  than  morphin,  which  sen'es  to  allay 
excitement  and  to  check  cough.  It  is  best  given  hypodor- 
mically.  The  application  of  firm  ligatures  to  the  limbs  may 
prove  efficacious  by  lowering  the  intrapulmonary  pressure. 
When  the  hemorrhage  is  protracted,  a  saline  purge  is  some- 
times useful.  Among  other  remedies  that  seem  to  be  of 
service  may  be  mentioned  oil  of  crigcron.  fluiti  extract  of 
hamamelis,  and  gelatin.  Ergot  is  useless,  ant!  so  is  the 
inhalation  of  vaporized  solutions  of  astringent  drugs. 


HEMORRHAGIC  INFARCT  OF  THE  LUNG. 
'Pulmonary  Apoplexy.) 

Definition. — A  circumscribed  area  of  necrosis  infiltrati 
with  blood. 

Btiology. — The  most  common  cause  of  pulmonary 
infarct  is  obstruction  of  a  branch  of  the  pulmonary  artery 
by  an  embolus  coming  from  the  right  heart  or  the  general 
venous  system.  In  some  cases  the  obstruction  is  caused  by 
a  thrombus,  the  formation  of  which  has  been  favored  by 
cardiac  wtakncss. 

Pathology. — The  infarct  is  usually  located  in  the  jKr- 
iphery  of  the  lung  ;  it  is  conic  in  shape,  with  its  apex  point- 
ing inward.  The  portion  affected  is  firm,  airless,  and  of  a 
dark-red  color.  Microscopic  examination  shows  a  dense 
aggregation  of  blood-corpuscles. 

If  the  process  lasts  long  enough,  the  dead  tissue  and 
blodd  arc  slowly  absorbed  and  replaced  by  a  cicatrix. 

Symptoms. — VV^hen  the  infarct  is  large,  the  usual  symp- 
toms arc  dyspnea,  cough,  and  the  expectoration  of  dark 
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blood  containing  few  air-bubbles.  These  symptoms  occur- 
rinc;  in  chronic  Ijeart-discase  are  especially  sugj^estive. 

Physical  Signs.— Very  large  infarcts  may  give  dulness 
.iiul  bruiKliial   breathing. 

Treatment. — Tiie  condition  itself  is  not  amenable  to 
treatment.  Remedies  should  be  directed  to  the  primary 
disease. 
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CONGESTION  OF  THE  LUNGS. 

ACTIVE  CONGESTION. 


Etiology. — This  results  from  an  increased  afHux  of  blood 
to  the  lun^s.  Violent  exercise,  mountain  climbing,  and  the 
inhalation  of  irritants  may  produce  it.  It  is  an  associated 
condition  in  all  severe  inflammator\-  diseases  of  the  lungs. 
In  the  vast  majority  of  cases  it  marks  the  initial  stage  of 
croupous  pneumonia. 

Pathology. — The  lung  is  bright  red  in  color,  heavy,  and 
less  crepitant.  When  incised  and  pressed,  copious  frothy 
blood  exudes. 

Symptoms. — The  chief  symptoms  are  dyspnea  ;  a  short, 
dry  cough,  lollowed  by  frothy,  blood-streaked  sputum ; 
and  a  rapid,  full  pulse.  The  presence  of  fever  indicates 
commencing  pneumonia. 

Fiiyskai  examination  reveals  slight  dulness,  crepitant  rales, 
and  bronchovesicular  breathing. 

Treatment. — The  measures  most  likely  to  effect  deple- 
tion of  the  lung  are  complete  rest,  the  application  of  drj*"  or 
wet  cups  to  the  chest,  and  the  administration  of  veratrum 
vnride  and  a  saline  purge. 

PASSIVE  CONGESTION. 

Etiology, — This  results  from  obstruction  to  the  flow  of 
blood  from  the  lungs  to  the  heart.  The  chief  cause  is  car- 
diac disease,  ^specially  lesions  of  the  mitral  valves  and  weak- 
ness of  the  left  ventricle  from  fatty  or  fibroid  changes. 

Pathology. — The  lungs  are  dark  red  in  color,  and  often 
somewhat  edematous.  When  the  condition  has  lasted  a 
long  time,  the  organs   become   brown,  dense,  and   tough 
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{prown  induration).  Microscopic  examination  reveals  dila- 
tation of  the  capillaries,  overgrowth  of  connective  tissue, 
brown  pigmentation,  and  degenerative  changes  in  the  blood- 
vessels. 

Symptoms. — Dyspnea,  cough,  and  the  expectoration  of 
biood-staincd  mucus  containing  pigmented  epithelial  cells 
are  the  characteri.stic  symptoms.  Physical  cxamiuattott  re- 
veals slight  dulncss,  feeble  breathing,  and  abundant  fine 
rales. 

Treatment. — Remedies  should  be  directed  to  the  under- 
lying cardiac  disease.  The  application  of  dry  or  wet  cups 
often  gives  teniporary  relief  When  the  symptoms  arc  ur- 
gent, venesection  is  indicated.  Saline  and  mercurial  aperi- 
ents are  of  service. 

HYPOSTATIC  CONGESTION. 
{Hypostatic  Pneumonia;  Splenization  of  the  Lung.) 

Definition. — A  cunge.stion  of  dependent  portions  of  the 
lungs  occurring  in  asthenic  diseases  that  necessitate  a  pro- 
tracted recumbent  position. 

Etiology. — It  is  generally  observed  in  low  fevers  and  in 
chronic  wasting  diseases.  Cardiac  weakness,  recumbent 
posture,  and  alterations  in  the  blood  are  the  causal  factors, 

Patliology. — The  lungs  are  dark  red  and  edematous  pos- 
teriorly. The  edema  and  increased  amount  of  blood  render 
the  organs  more  solid  and  less  crepitant.  They  never  show 
the  granular  appearance  of  croupous  pneumonia. 

Symptoms. — The  symptoms  are  often  indefinite.  There 
may  be  moderate  dyspnea,  slight  cyanosis,  cough,  and,  per- 
haps, blood-tinged  expectoration. 

Physical  cxamt^tation  reveals  dulness  over  the  lower  lobes, 
subcrcpitant  rales,  and  feeble,  blowing  breathing. 

Treatment. — Efforts  should  be  made  to  prevent  the 
development  of  hypostatic  pneumonia  in  asthenic  diseases 
by  frequent  change  of  posture  and  the  timely  administration 
of  such  stimulants  as  strychnin,  digitalis,  alcohol,  ammonia, 
and  camphor.  When  already  present,  relief  is  sometimes 
afforded  by  dry  or  wet  cupping  or  the  application  of  stupes. 
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EDEMA  OF  THE  LUNGS. 

Definition. — An  crtu.siun  fji  serous  fluid  into  the  air- 
vesiclcs  and  iiitcrstiti.il  tissue  of  the  lungs. 

Btiology.— (i  \  h  is  frequently  caused  by  jxissivc  hypere- 
mia, the  result  of  clironic  heart  diseeise.  (3)  It  may  be  a  part 
of  a  general  dropsy  induced  by  Bright's  disease.  (3)  It  is 
a  common  cause  of  death  in  contlitions  that  lead  to  heart- 
failure,  such  as  grave  aiieinia,  cerebral  lesions,  and  acute 
infections. 

Local  pulmonary  edema  is  often  found  around  abscesses, 
infarcts,  and  areas  of  consolidation. 

Pathology. — The  hings,  especially  the  dependent  por- 
tions, arc  heavy,  red  in  color,  and  boggy  to  the  feel.  When 
the  afltctcd  portion  is  incised  and  subjected  to  pressure,  abun- 
dant blood-stained,  frnthy  scrum  exudes. 

Symptoms. —  Tliesc  consist  in  dyspnea,  cyanosis,  cough, 
and  the  expectoration  of  large  quantities  of  frothy,  serous 
fluid.  Occasionally  the  sputum  is  blood-stained.  The  skin 
is  often  cold  and  livid.     There  is  no  fever. 

Physical  examination  reveals  feeble  tactile  fremitus,  dul- 
ncss,  weak  breath-sound,  and  numerous  fine,  moist  rales. 

Diagnosis. — Croupous  Pneumonia. — This  is  characterized 
by  a  chill,  fever,  pain,  rusty  expectoration,  and  signs  of  con- 
solidation. 

Hydrothorax. — In  this  condition  there  may  be  enlargement 
of  the  affected  side,  with  displacement  of  the  apex-I>eat. 
The  upper  level  of  dulness  is  often  movable,  and  frothy 
sputum  and  rales  arc  absent. 

Prognosis. — Always  grave.  It  is  often  a  terminal  symp- 
tom of  the  disease  in  which  it  occurs.  When  not  far  ad- 
vanced, antl  the  primary  disease  is  amenable  to  treatment 
recovery  may  follow. 

Treatment. — When  there  is  much  cyanosis  and  the 
patient's  strength  will  permit  it,  the  application  of  wet  cups 
to  the  chest  or  bleeding  from  the  arm  is  of  great  value. 
Hot  fomentations  should  be  applied  to  the  chest.  Hydra- 
gogue  cathartics  are  indicated.  Kpsom  salts  in  concen- 
trated  solution   or  elaterium  (  \  grain)   may  be   selected. 
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Cardiac  stimulants  like  alcohol,  ammonia,  camphor,  digitalis, 
and  especially  strychnin  are  required  and  may  be  given 
hypodcrmically. 

Caffein  is  a  useful  diuretic  and  cardiac  and  respiratory 
stimulant. 

CROUPOUS  PNEUMONIA. 

(Lobar  Pneomoma;  Pneiunonitis ;  Limg  Fever.) 

Definition.^ An  acute  specific  disease,  chancterizcd  ana- 
tomically by  an  inflammation  of  the  lungs,  followed  by  a 
rapid  infiltration  of  their  alveoh,  and  manifested  clinically 
by  high  fever,  cough,  dyspnea,  "  rusty  "  sputum,  and  phy- 
sical signs  indicative  of  consolidation. 

IBtiology. — Age,  sex,  and  climate  exert  but  little  pre- 
disposing influence.  Lowered  vitality  from  bad  hygienic 
surroundings  or  from  some  preexistent  disease,  like  dia^ 
betes,  Bright's  disease,  or  one  of  the  infectious  fevers,  favors 
its  development  One  attack  renders  the  patient  more 
liable  to  subsequent  infection.  Alcoholism  is  a  strong  pre- 
disposing factor.  Exposure  to  cold  and  wet  often  precipi- 
tates the  attack. 

The  exciting  cause  is  the  invasion  of  the  lung  by 
pathogenic  bacteria,  especially  by  FrankePs  Diplococcus 
pneumonix. 

Pathology. — Anatomically  three  stages  have  been  rec- 
ognized: (1)  riiat  of  congestion;  (2)  that  of  red  hepatiza-' 
tion  ;  (3)  that  of  gray  hepatization. 

Stage  I. — The  aflected  portion  remains  distended  when 
the  chest  is  opened  ;  it  is  of  a  deep-red  color,  and  is  more 
resistant  to  the  touch  than  the  normal  lung.  On  section,  a 
frothy,  blood-stained  serum  freely  exudes.  Microscopic. 
examination  reveals  a  dilated  and  tortuous  condition  of  the 
capillaries,  swelling  of  the  alveolar  cells,  and  a  slight  cor- 
puscular exudate. 

Stage  2. — The  hcpatized  }>ortion  is  increased  in  volume, 
is  quite  firm,  is  of  a  dark-red  color,  and  so  heavy  that  it 
sinks  in  water.  It  is  very  friable,  and  the  torn  surface  is 
drj'  and  presents  a  granular  appearance,  owing  to  the  pro- 
jection of  fibrinous  plugs  from  the  alveoli. 
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Microscopic   examination    reveals  a  mesh    of  coagulatei 
fibrin   inclosing   numerous  red  blood-corpuscles  and  some 
leukocytes.     The  latter  are  also  noted  in  llie   interlobular 
tissue.      In    sections    projK'rly   treated    the    diplococcus    is 
detected. 

Stage  J, — The  red  color  gives  place  to  a  mottled  gray, 
and  the  solidified  area  begins  to  soften.  The  change  in 
color  is  due  to  the  compression  of  the  capillaries,  to  the 
disappearance  of  red  corpuscles  and  their  replacement  by 
leukocytes,  and  to  fatty  degeneration  of  some  oi  the  ele- 
ments. 

The  consolidation  usually  begins  at  the  base  and  extends 
upward.  The  most  frequent  seat  is  the  lower  lobe  of  the 
right  lung.  The  bronchi  and  the  adjacent  pleura  are  in- 
volved in  the  inflammatory  process. 

Events.  —  Resolution  commonly  occurs,  the  exudate 
being  removed  rapidly  by  absor|)tion.  Death  may  occur 
at  any  period  of  the  disease  from  general  toxemia,  the 
severity  uf  which  is  often  altogether  disproportionate  to  the 
area  of  lung  involved;  from  dilatation  of  the  right  ven- 
tricle ;  from  asphyxia  ;  or  a  pneumococcic  complication,  such 
as  meningitis  or  endocarditis. 

Abscess,  gangrene,  and  chronic  interstitial  pneumonia 
are  rare  terminations. 

Symptoms. — The  disease  usiially  begins  with  a  decided 
chtll  and  a  sharp  pain  in  the  side,  followed  by  a  rapid  rise 
of  iemperahtre.  The  latter  often  attains  its  ma.ximum  (104'^- 
105°  F.)  in  twenty-four  hours,  and  generally  continues 
high,  with  slight  diurnal  remissions,  until  the  fifth,  seventh, 
ninth,  or  eleventh  day,  when  it  falls  by  crisis,  frequently 
reaching  the  norm  within  twenty-four  hours.  Occasionally 
the  temperature  falls  by  lysis.  There  is  marked  dyspnea  ; 
the  respirations  are  shallow  and  rapid,  ranging  from  40  to 
80  a  minute,  thus  making  the  ratio  between  respiration  and 
the  pulse  as  i  is  to  3  or  as  i  is  to  2.  Cough  is  a  prominent 
symptom;  at  first  it  is  short  and  dr>^  but  later  it  is  accom- 
panied by  bloody  or  rusty  translucent  and  tenacious  sputa. 
Microscopically  the  sputum  contains  red  blood-corpuscles, 
free  pigment,  pus-corpuscles,  diplococci,  and  other  micro- 
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organisms.  The  face  is  flushed ;  the  Hjjs  are  cyanoscd  and 
often  the  seat  of  a  herpetic  eruj)tioa ;  the  tonj^uc  is  heavily 
furred;  the  bowels  are  constipated;  the  urine  is  scanty, 
high-colored,  deficient  in  chhirids,  anti  often  sHghtly  albu- 
minous. In  severe  cases  tiilinum  is  rarely  absent.  Exam- 
ination of  tile  blood  usually  shows  marked  leukoc>'tosis. 

Physical  Signs. — htspiction. — There  ma)*  i>e  <leficient 
expansion  over  the  atTectcd  side.  There  in  no  bulging  of 
the  interspaces  nor  displacement  of  the  apex-beat. 

Palpation, — In  liie  vast  majority  of  cases  the  vocal  frem- 
itus is  considcral>Iy  increased  over  tlie  aflTected  area. 

Ptnussion. — In  the  earliest  .stage  there  njay  be  hyperrcso- 
nance  from  diminished  inlrapulmonary  tension.  As  con- 
solidation advances,  however,  the  note  becomes  remarkably 
dull.  Percussion  over  unaffected  lobes  yields  hyperreso- 
nance  or  lym|xiny. 

Auscuiiciiiott. — In  the  stages  of  congestion  fine  crepitant 
rales  are  heard  at  the  end  of  full  inspiration.  They  arc 
probably  produced  b)'  the  forcible  separation  <tf  adherent 
vesicular  walls.  In  the  stage  of  consolidation  auscultation 
reveals  exaggerated  vocal  resonance  and  bronchial  breath- 
ing. During  resolution  the  softening  of  the  exudate  gives 
rise  to  fine  moist  lalc^ — the  irtittx  crepitHS, 

Atypical  Oases. — SiftiU  Pmumonia. — The  symptoms  often 
develop  insidiously ;  the  temi>eraturc  may  not  be  hij:'h ; 
the  pulse  may  not  be  accelerated ;  exiJectoration  is  often 
absent;  the  signs  are  not  marked;  delirium  i^  common; 
weakness  is  extreme  ;  and  death  from  exhaustion  is  the 
most  frequent  termination. 

Pnatnumia  in  ChUdrcu. — It  is  often  ushered  in  with  con- 
vulsions, I  leadache,  delirium,  sttipor,  and  coma  are  promi- 
nent symptoms,  so  that  the  disease  may  simulate  meningitis 
The  tcm|>eraturc  isverjhigh  ;  expectoration  is  often  absent. 
The  disease  frequently  begins  at  the  ajx*x  of  the  lung. 

Typhoid  Ptuumvnia. — In  this  ft>rm  there  are  pronounced 
typhoid  symptonjs — headache,  muttering  delirium.  >tu[)or. 
a  dr>',  brown  tongue,  subsultus  lendinum.  carphologia,  a 
rapid,  weak  pulse,  and  high  fcver»  The  expectoration  may 
resemble  prune-juice. 
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I. 
P}icumoma  of  Drunkards. — Tlie  onset  is  often  gradual ;  the 
dyspnea   is   marked ;  the  temperature  is  not  hij;h ;  violent 
maniacal  delirium  commonly  develops  ;  and  death  from  ex- 
haustion is  cxceedinf^dy  frequent. 

Massive  Pneumonia. — In  this  form  the  bronchi,  as  well  as 
the  air-vesicles,  are  filled  with  fibrinous  exudate.  The  phy- 
Hsical  signs  resemble  those  of  pleural  effusion, 
™  Central  Pncumoftia. — -In  this  form  the  inflammatory  proc- 
ess commences  in  the  center  of  a  lobe,  and  in  consequence 
the  characteristic  physical  signs  may  not  manifest  them- 
selves for  two  or  three  days. 

•  Migratory  Pneumonia. — In  this  type  the  specific  inflam- 
mation shows  a  tendency  to  spread  and  to  involve  success- 
ively fresh  areas  of  lung  tissue. 

•  Complications. — These  are  usually  due  to  pneuniococcic 
infection.  Pleurisy  is  the  most  common  complication.  It 
may  be  either  serous  or  purulent.     Pericarditis  and  cndo- 

t  carditis  are  not  very  infrequent.  The  latter  is  often  ulcerative 
in  t>'pe.  Among  less  frequent  complications  may  be  men- 
tioned meningitis,  arthritis,  parotitis,  nephritis,  jaundice,  and 
delayed  resolution  (consolidation  may  last  for  five  or  six 
weeks  and  then  gradually  disappear).  Abscess,  gangrene, 
and  chronic  interstitial  pneumonia  are  rare  sequels. 

IDiag^nosis. — Pleurisy. — There  is  rarely  a  distinct  chill ; 
fever  is  not  so  high  nor  the  pulse  so  rapid  ;  there  is  no 
rusty  sputum;  nervous  symptoms  are  wanting;  there  is 
often  bulging  of  the  interspaces,  with  displacement  of  the 
apex-beat;  the  level  of  dulness  may  change  with  the  pos- 
ture of  the  patient ;  vocal  fremitus  and  v<:>cal  resonance  arc 
•  dimiiushed  ;  and  the  breath-sounds  are  generally  weak  and 
distant. 
Acute  Phthisis. — The  history,  the  mode  of  onset,  the  long 
duration,  the  remittent  fever,  the  rapid  emaciatinn,  profuse 
sweats,  and  presence  of  tubercle  bacilli  and  elastic  fibers 
in  the  sputum  will  suggest  phthisis. 

Pulmonary  Edema. — In  edema  there  is  absence  of  chiU, 
fever,  and  pain;  the  expectoration  is  frothy  and  serous; 
both  lungs  arc  commonly  affected;  auscultation  reveals 
abundant  subcrepitani  rales  and  weak  breathing. 
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Typhoid  Fever. — Typhoid  pneumonia  may  readily  be  mis- 
taken for  typhoid  fever  with  pneumonia;  but  pneumonia 
as  a  complication  occurs  late  in  the  disease,  so  that  the 
histor\'  of  the  onset  gives  much  assistance. 

Pro^OSiS. — In  young,  robust  subjects  of  good  habits 
the  prognosis  is  good.  After  the  age  of  sixty  the  outlook 
;is  grave.     In  drunkards  the  disease  is  especially  fatal.     The 

'xistence  of  heart  or  kidney  disease  makes  pneumonia 
exceedingly  dangerous. 

In  individual  cases  continued  high  fever  (above  103.5°  F.), 
a  pulse  more  rapid  than  120  a  minute,  severe  nervous  symp- 
toms, extensive  consolidation,  and  absence  of  leukocytosis 
arc  unfavorable  factors.  The  average  mortality  is  about  18 
per  cent. 

Treatment. — The  temperature  of  the  sick-room  should 
be  between  65°  and  70°  F.  The  diet  should  be  fluid  or 
semifluid.  Milk,  junket,  wine-whey,  broths,  eggs,  and  gruel 
are  suitable  forms  of  nourishment.  Cool  water  should  be 
given  freely.  In  the  absence  of  any  indication  fc^r  special 
local  treatment  the  chest  may  be  enveloped  in  a  cotton 
jacket. 

In  robust  subjects,  at  the  very  onset,  when  the  invasion  is 
violent  and  attended  with  a  bounding  pulse,  marked  dyspnea, 
and  severe  pleuritic  pain,  tlie  abstraction  of  from  10  to  20 
ounces  of  blood  mayaff^>rd  great  relief.  Later  in  the  course 
of  the  disease,  if  cyanosis  and  orthopnea  develop  in  conse- 
quence of  overdistcntion  of  the  right  ventricle,  venesection 
may  also  prove  useful. 

Caniuic  Wt'txkutss. — Alcohol  is  the  best  stimulant.  When 
the  pulse  becomes  compressible  and  the  diastolic  sound  at 
the  pulmonary  area  loses  its  force,  it  shuuld  be  given  freely. 
The  patients  who  need  it  most  are  the  t)lil,  the  debilitated, 
and  the  alcoholic.  Digitalis  is  undoubteclly  useful  in  some 
cases,  but  its  action  is  uncertain  and  often  disappointing. 

As  a  circulator>'  stimulant  str\'chnin  generally  proves 
much  mcjre  efficacious  than  digitalis.  It  should  be  given  in 
ascending  doses  of  from  ^  to  /^  of  a  grain.  In  order  that 
there  may  be  immediate  absorption,  large  doses  should 
always  be  given  hypodermically.    Cafiein  is  a  useful  adjuvant 
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to  strycluiin.bul  it  should  not  be  used  when  tliere  is  marked 
insomnia,  In  threatening  collapse  camphor  liypodcrmically 
(l  to  2  grains  in  sterile  olive  oil  every  two  or  three  hours)  is 
very  efficient.  Subcutaneous  injections  of  normal  salt  solu- 
tion liave  also  been  found  useful  in  overcoming;  adynamia. 

Pain. — Mor[)hiri  h)podermicalIy  is  tlie  best  analgesic. 
Hot  or  cold  applications  are  useful.  When  the  pain  is  very 
severe,  a  few  wet  cups,  followed  by  poultices,  will  be  found 
serviceable. 

Cough. —  Hard,  dry  cough  is  best  relieved  by  codcin  {\  to! 
i  S''^Jn)t  lieioin  ( ,*g  grain),  or  Dover's  powder  (3  to  5  ^^rains). 
Expectorants  are  rarely  needed.  When,  however,  there  is 
much  bronchial  catarrh,  ammonium  carbonate  may  be  given 
to  facilitate  expectoration. 

Fci'cr. — Persistent  high  fever  is  best  controlled  by  the- 
application  of  ice-bags  to  the  affected  side,  cold  sponging,  or; 
cool  baths. 

Dysptna. — Cardiac  and  respiratory  slimiilanls  (str>chnin, 
caffein, ammonia)  are  of  scr\ice.  Ox)'gen  makes  the  breath- 
ing easier,  lessens -cyanosis,  and  conduces  to  sleep,  and  tO' 
this  extent  aids  in  conserving  energy. 

Iftsomnia  and  Ddmum. — Opium  is  generally  the  best 
sedative.  Of  course  it  should  not  be  used  when  there  is 
extreme  dyspnea  or  when  there  are  evidences  of  pulmonary 
edema.     Bromids  or  chloralamid  may  be  tried.  \ 

Delayed  Resolutwn. — Small  blisters  may  be  applied  over 
the  affected  area,  and  potassium  iodid  may  be  administered 
internally. 

B-    AmmnnJi  iodidi -^j 

Ammonii  chloriHi ,   ,    jiss 

Mistunc  glyc>TThi/;c  cotnpi^lu:  ....  (^vj — M. 

Siti.— A  tablespounful  in  water  (uur  liturs  a  day. 


CATARRHAL   PNEUMONIA, 
(Capillary  Bronchitis;  Bronchopnetunonia ;  Lobular  Pneumonia.) 

Definition. — An  inflammation  of  the  terminal  bronchioles 
and  air-vesicles. 

Btiology. — It  is  most  frequently  obserxed  in  the  very 
young  and  the  old.     It  is  a  common  sequel  q{  the  specific 
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fevers,  especially  of  whooping-cough,  measles,  influenza,  and 
diphtheria.  In  debilitated  subjects  it  may  occur  as  a  primary 
affection,  the  result  of  exposure. 

Another  group  of  cases  results  from  the'  aspiration  of 
particles  of  food  into  the  smaller  bronchi  (aspiration  or 
deglutition  pneumonia).  This  accident  is  liable  to  occur 
whenever  the  sensibility  of  the  larynx  is  benumbed,  as  in 
apoplexy,  bulbar  palsy,  or  uremia.  Cancer  of  the  throat  and 
operations  on  the  upper  air-passages  also  favor  its  occur- 
rence. 

The  immediate  cause  is  some  bacterium.  The  organism 
most  frequently  found  is  the  Diplococcus  p^cumonia-^  This 
may  occur  alone  or  in  combination  with  the  streptococcus, 
staphylococcus,  bacillus  of  Fricdlandcr.  or  more  rarely  with 
the  typhoid  bacillus,  influenza  bacillus,  colon  bacillus,  or 
diphtheria  bacillus. 

Pathology. — As  a  rule,  both  lungs  are  involved.  On 
section,  small  projecting  areas  of  consolidation  are  noted 
here  and  there  around  the  finer  bronchioles.  Recent  patches 
arc  reddisli*brown  in  color,  firm,  and  smooth  or  finely  granu- 
lar ;  later  they  become  grayish  and  soft.  The  terminal 
bronclii  are  filled  with  purulent  material. 

In  addition  to  these  solidified  areas  there  arc  other  small 
patches  of  collapsed  lung  that  are  airless,  firm,  and  bluish- 
red  in  color.  The  collapse  has  resulted  from  occlusion  o{ 
the  bronchus,  and  closely  resembles  consolidation ;  but  it 
can,  as  a  rule,  be  overcome  when  inflation  is  practised  by 
means  of  a  blowpipe  inserted  in  the  supplying  bronchus. 

Microscopic  examination  reveals  an  exudate  in  the  ter- 
minal bronchi  and  air-cells,  which  is  composed  of  leukoc\'tes 
and  desquamated  epithelium  in  various  stages  of  degenera- 
tion. The  walls  of  the  bronchi  arc  also  infiltrated  with 
leukocytes. 

When  compared  uith  croupous  pneumonia,  the  contrast  is 
striking.  In  the  latter  the  lung  is  involved  tv/ w/^ijjr,  the 
consolidation  is  distinctly  granular,  and  the  exudate  is  com- 
posed of  red  blood-corpuscles,  white  blood-corpuscles,  and 
fibrin  ;  the  lining  epithelium  is  but  slightly  involved,  and  the 
walls  of  the  bronchi  are  not  infiltrated  with  leukoc^'tes. 


■iMipmiiiL  ULLUMLU   wcTC  iH  rcaiiiy  cases  oi 
bcrculous  pneumonia.    (4)  Abscess,  j;angrenc,anc 
terstitial  pneumonia  are  occasional  sequels. 
Symptoms. — The  symptoms  are  often  maske 
imary    disease.      The    onset   is    usually    gradual 
laracterized  by  prostration,  cough,  and  fever.     Th 
oderately  high  and  very  irregular  (I0l°-I04°  F 
rspnca  is  marked,  and  the  respirations  are  rapid — 
minute;  the  pulse  is  greatly  accelerated — 120  t 
inute ;  cough  is  painful  and  accompanied  by  a  mu 
tit  expectoration  tliat  is  rarely  blood-streaked,     Th 
tually  pale  and  anxious,  and  the  h'ps  blue. 
Physical  Si^ns. — As  the  areas  of  consolidation  s 
ally  small  and  scattered,  the  physical  signs  are  not  r 
InspCition  reveals  cNndences  of  dyspnea — lividity, 

the  nostrils,  prominence  of  the  stemoclcidomastoi 
rhaps  retraction  of  the  base  of  the  chest 
Palpation  usually  gives  negative  results. 

Percussion  may  reveal  areas  of  dulncss  in  one  c 

igs. 

Ausntitaiion  reveals  whistling  and  subcrepitant  ra 

as   over  which   the  breathing  is   bronchial   or  bi 

icular. 

EdagnosiS. — Actite  Phthiais. — In  this  disease  th< 
:rculous   bronchopneumonia   which    is   difficult 
iiish   from  <;imnlp  *^-'^"^hnnnpMmc*i'^' :-^l— ^^^ 
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Catarrhal  Pn Romania. 

UKOally  bccLin<lar>'  to  bronchitis  or  an 

acute  infccttDuft  iliseojic. 
The    unscl  is  grniliuU  and   without  a 

distinct  chill. 
The    fever   is   niudcrately  high,   very 

irtcgular,  and  ends  l>y  lyitis  After  an 

indefinite  period,  sometimes  uf  two 

orllircc  weeks'  duraliuii. 
The  s|iutiitn  is  mucoj>uruIcnt  or  glairy 

nod  lennciouK. 
Both  lungs  are  commonly  afTccted. 

Tlie  physical  signs  are  indistinct  and 
indicate  scattered  areas  of  codboIi- 
dation. 


Croupous  pNEt^MONiA. 
Usually  a  primary  diiwii^re. 

The  onset  is  abrupt  and  with  a  dis- 
tinct chill 

The  fever  is  high,  regular,  and  gen- 
erally ends  liy  crivia  between  the 
sixth  and  ninth  day. 

The  sputum  is  rusty  and  translucent. 

In  the  majority  of  cases  only  one  lung 

is  affected. 
The    pliysical   signs   arc    distinci  and 

indicate  a   large   uiiiforni   consuli- 

dotion. 


Bronchitis. — In  simple  bronchitis  the  fever  is  not  high ; 
the  dyspnea  is  slight,  there  is  little  prostration,  and  there  are 
no  signs  of  consolidation. 

ProgfliOSiS- — In  jjrevioiisly  healthy  chfldre^i  the  prog- 
nosis is  good.  In  caciiectic  children  the  outlook  is  very 
grave.  Aspiration  pneumonia  is  generally  fatal.  The  average 
mortality  is  about  35  per  cent. 

The  duration  of  the  disease  is  from  one  to  three  weeks ;  a 
longer  duration  should  suggest  tuberculosis. 

Treatment. — Much  can  be  done  by  careful  management 
in  preventing  bronchitis  from  gaining  access  to  the  smaller 
bronchi. 

On  the  supervention  of  catarrhal  pneumonia  the  patient 
should  be  confined  to  bed.  and  the  temperature  of  the  room 
maintained  between  68*^  and  70°  F.  The  atmosphere  should 
be  rendered  moist  with  steam.  The  diet  should  be  liquid 
and  nutritious. 

Alcohol  is  often  required.  When  the  circulatory  de- 
pression is  pronounced,  whisky  may  be  given  in  doses  of 
from  10  to  30  minims  in  milk  to  a  child  of  two  years  every 
two  or  three  hours. 

At  the  outset  it  is  advantageous  to  administer  a  mild  pur- 
gative, preferably  calomel  or  castor  oil.  A  jacket  of  cotton- 
wool should  be  worn  throuo-hoiit  the  attack.  When  there 
is   a   harsh,  dr>'  cough,  the  application   of  the  tincture  of 
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iodin  of  suitable  strength  generally  affords  some  relief  In 
adults  sinapisms  or  stupes  may  be  used  instead  of  the  iodin, 
Fever  is  best  controlled  by  cold.  Compresses  wrung  out 
of  cold  water  may  be  wrapped  around  the  chest  and  changed 
for  fresh  ones  at  iiiter\als  of  twenty  minutes.     Expectorants 

■  are  usually  required.  In  the  early  .stage  potassium  citrate  is 
ver>'  serviceable.  It  may  often  be  combined  advantageously 
with  spirit  of  nitrous  ether  and  ammonium  acetate,  as  in  the 
following  formula: 

Y 

■       Later,  the  ammonium  salts,  especially  the  carbonate,  arc 
f  more  efficacious.     From  I  to  2  grains  of  the  latter  may  be 

given  every  three  or  four   hours   to  a   child  of  two   years. 

Ammonium  iodid  is  also  useful,  and  may  be  employed  as  an 

adjuvant,  as  in  the  following  formula : 

^L  R.    AmmoniicarbonAlU gr.  ilviij 

^^k  Amnionii  imlidi                                        -    ET-  x^iv 

^^^^H  Syrupi  lolutani 

^^^B  ^^P*  acacix fta  q.  s.  ad  (^tij.— M 

W  brea 


H.     Potassii  citntti-. ,^i65 

Spiriiu^ivilicris  uitrosi fg^J 

IJiluuris  aninionii  aCctalU fjj 

Synipi  tolutnni 

Aqiwe Ift  q.  s.  ad  f^iv. — M. 

SiG.— Dessertspoonful  every   three   boars   for  a  child  of  three 
years. 


SiG. — Tcaspix>nful  every  two  or  three  hours  for  a  child  of  three 
years. 


IVhcn  the  child  is  unable  to  expel  the  mucus  and  the 
breathing  becomes  much  oppressed,  an  emetic  (ipecac  or 
alum)  may  prove  of  great  service.  Inhalations  of  oxygen 
sometimes  make  breathing  easier  Str^'chnin  is  also  of 
benefit  at  this  time  in  combating  respirator)'  failure. 

If  symptoms  of  cardiac  failure  are  pronounced,  digitali.s 
must  be  given  in  addition  to  alcohol  and  strj-chnin.  Ex- 
treme restlessness  and  insomnia  will  sometimes  require  the 
I  use  of  the  bromids  or  some  other  mild  sedative. 
Except  at  the  onset,  when  they  may  be  necessary  to  re- 
lieve pleuritic  pain  and  to  control  harassing  cough,  opiates 
should  not  be  used. 
— 
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oil,   iron,  and  hypophosphilcs  arc  useful   restoratives, 
change  of  air  is  desirable  in  protracted  cases. 

CHRONIC  INTERSnTIAL  PNEUMONIA. 

I  Oirrhosis  of  the  Lung ;  Chronic  Pneumonia ;  Pulmonary  Indu- 
ration. I 

Definition. — A  chronic  disease  of  the  lung,  character- 
ized by  an  overgrowth  of  fibrous  tissue. 

etiology. — It  is  a  rare  sequel  of  croupous  or  catarrhal 
pncuinoni.i.  It  may  be  excited  by  the  constant  inhalation 
of  irritating  dusts,  as  stone-dust  (chalicosis),  coal-dust  (an- 
thracosis).  or  metal-dust  (siderosis).  It  may  result  from 
syphilis.  It  is  occasionally  secondary  to  chronic  pleurisy. 
It  is  an  invariable  accompaniment  of  chronic  phthisis. 

Pathology. — When  the  thorax  is  uix'ned.  the  lung  is 
found  retracted  and  the  heart  displaced.  The  organ  is 
tough,  firm,  and  more  or  less  airless.  Section  shows  an 
overgrowth  of  fibrous  tissue,  and  usually  inflammation  and 
considerable  dilatation  of  the  bronchi. 

Symptoms. — The  chief  sj^mptoms  arc  dyspnea  on  exer- 
tion and  cough.  The  latter  may  be  dn,'.  but  it  is  usually 
associated  with  more  or  less  mucopurulent  sputum.  There 
Ls  no  fever,  and  the  general  health  may  be  well  preserved  for 
many  years. 

Physical  Signs.— ///j/*(r//t>w  reveals  retraction  of  the 
affected  side  and  displacement  of  the  apex-beat 

Pernasion  may  yield  dulness.  Over  saccular  dilatations 
of  the  bronchi  there  may  be  a  tympanitic  note. 

Auscultation. — The  vocal  resonance  is  increased,  and  the 
brcathin<;  is  often  bronchial  or  cavernous. 

Diagnosis. — Fibroid  Phthisis. — Tliis  is  often  bilateral ; 
fever  is  a  frequent  accumpaninunt.  and  tubercle  bacilli  arc 
present  in  the  sputa. 

Prognosis. — The  disease  is  incurable.  Its  course,  how- 
ever, is  extremely  chronic. 

Treatment. — This  is  largely  hygienic,  and  coincides 
with  that  laid  down  for  tuberculosis.  Stimulant  expecto- 
rants are  useful  when  bronchitis  or  bronchiectasis  is  a 
prominent  feature. 


ar^j^Tommon  occurrence  in  pyemia. 

Symptoms. —  High  and  irrcj^ular  fever, 
pallor,  and  leukocytosis  indicate  suppurati 
cough,  and  purulent,  oflTensive  sputa  contai 
lun^  tissue  arc  the  pulmonary  symptoms, 
nation  may  reveal  bubbling  rales,  and,  h 
breathing  and  pectoriloquy.  Multiple  cm 
are  rarely  recognized  during  life. 

Prognosis. — Many  cases  following  pneu 
rupture  of  external  abscesses  into  the  lung 
bolic  abscess  always  prove  fatal. 

Treatment. — Nutritious  food  and  quinin. 
alcoholic  stimulants  will  be  required  to  suppc 
Single  abscesses,  when  they  can  be  localifl 
opened  and  drained. 

GANGRENE  OF  THE  LI 

Etiology. — Gangrene  of  the  lung  is  not 
dition.  but  is  secondary'  to  inflammation  or 
lung  tissue.  It  is  excited  by  the  entrance 
putrefaction,  but  unless  the  system  is  consi< 
in  vitality,  the  tissues,  even  though  diseased^ 
ful  resistance  and  escajH:  putrefaction. 

Pneumonia,     especially    aspiration-pneui 
pressure    of  morbid  jrccmlbfi-^bttaiiliMiM 
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diffuse.  The  affected  part  is  converted  into  a  greenish- 
black.  Soft  mass  having  an  extremely  fetid  odor.  When 
the  softened  material  has  been  expectorated,  there  is  left 
behind  a  cavity  with  ra^jged  walls,  containing  a  foul-smell- 
ing liquid.  The  tissues  around  the  cavity  are  inflamed  and 
edematous. 

Symptoms. — The  symptoms  of  gangrene  are  associated 
with  the  i»riL;inal  disease.  Cough,  dyspnea,  moderate  fever, 
and  great  prostration  are  generally  present. 

The  expectoration  is  characteristic ;  it  is  profuse,  and  has 
a  penetrating  offensive  odor.  When  fallowed  to  stand  in  a 
glass  vessel,  it  separates  into  three  layers :  a  frothy  layer 
on  top,  a  translucent  serous  layer  in  the  middle,  through 
which  hang  strings  of  pus,  and  at  the  bottom  a  layer  of 
reddish-green  ptirulent  material.  Altered  blotxl  may  give 
it  the  appearance  of  prune-juice.  Microscopically  it  con- 
tains shreds  of  tissue,  cr>'Stals  of  fatty  acids,  crystals  of 
hematoidin.  and  numerous  pyf>gcnic  bacteria. 

Physuai  cxaifii nation  may  reveal  bubbling  rales,  and  later 
cavernous  breathing,  pectorilo<iuy,  and  localized  tympany 
on  percussion.  Physical  signs  of  pyopneumothorax  may 
supervene  from  perforation  into  the  pleura. 

Prognosis. — Grave,  but  not  h<^pcless.  Quite  a  number 
of  cures  have  been  recorded.  Death  may  result  from  ex- 
haustion, hemorrhage,  or  cerebral  abscess  the  result  of 
embolism. 

Treatment. — Nutritious  food  and  strj'chnin,  quinin,  and 
alcohol  are  required  to  support  the  system.  Inhalations  of 
creasote  or  of  formalin  (2  per  cent,  gradually  increased  to  5 
per  cent.)  may  Ix!  employed  to  lessen  the  fetor  of  the 
breath.  Surgical  interference  is  indicated  when  the  gan- 
grenous process  can  be  localized  and  is  not  a  complication 
of  an  incurable  disease. 


PULMONARY   TUBERCULOSIS. 
(Phthisis:  Palmonary  Consumption.) 
Definition. — A  specific  inflammatory  disease  of  the  lungs 
caused  by  the  Bacillus  tuberculosis;  characterized  anatomi- 
\1 


impure  air  and  irritating  dusts ;  (4)  catarrh 
the  respiratory  tract;  (5)  chronic  alcoholi? 
general  diseases,  such  as  whooping-cou^h,  ni 
cirrhosis  of  the  hver,  and  nephritis  arc  inipo 
iu^  Victors. 

Tlic  exciting  cause  is  the  Bacillus  tubercu 
takes  place— (l)  By  the  inhalation  of  air  lade 
of  dried  tuberculous  expectoration  ;  (2)  by 
tuberculous  milk  or  meat;  (3)  by  the  direct 
wounds  (rare) ;  and  (4)  by  direct  i^arentat  trai 
rare). 

Pathology. — The  Bacillus  tuberculosis  is 
rod,  about  one-fourth  or  one-half  as  long  as  t 
a  red  blood-corpuscle,  and  often  slightly  be 
Its  detection  depends  on  the  power  of  the  si 
to  resist  the  decolorizing  cfJccts  of  acids.     (S< 

The  lodgment  of  the  bacilli  in  the  termir 
or  peribronchial  tissues  excites  a  proliferatio. 
connective-tissue  cells.  The  new  cells,  froij 
blance  to  epithelial  cells,  are  known  as  epithcihy 
have  a  relatively  large  amount  of  protoplasm 
faintly  staining  nucleus.  Giant-ccUs  are 
by  the  fusion  or  overgrowth  of  the  epit 
sequence  of  the  local  irritation  the  ce 
soon  surrounded  bv  a  wall  of  /iv^>f->'^^^^J^ 


nre  sotB 
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soften,  break  into  a  bronchial  tube,  and  leave  behind  a  cavity 
with  ulcerating  walls,  or  it  may  become  encapsulated  by  an 
overgrowth  of  connective  tissue  and  subsequently  calcified. 
In  addition  to  the  specific  process  other  secondary  changes 
are  noted.  The  lung  tissue  in  the  neighborhood  of  the 
tuberculous  deposits  is  often  the  seat  of  a  true  pneumonic 
inflammation  ;  the  connective  tissue  is  always  more  or  less 
proJiferateii ;  the  bronchial  tubes  arc  inflamed;  and  the 
pleural  surfaces  over  the-afifectcd  areas  are  nearly  always 
adherent. 

Chronic  ulcerative  pluhisis  usuiilly  begins  at  the  apices. 

AluU  phthtsis  has  been  termed  phthisis  Jhrida,  cheesy 
pncHittonia,  and  chottic  catarrhal  pnaimonia^  but  the  process 
is  invariably  tuberculous.  From  extreme  vulnerability  of 
the  tissues  a  lobe  or  whole  lung,  or  even  both  lungs,  is 
rapidly  infiltrated,  and  death  results  in  from  a  few  weeks  to 
a  few  months. 

In  some  cases  the  lung  is  solidified  by  a  dense,  yellow- 
ish-gray infiltration  composed  of  closely  aggregated  tuber- 
cles ;  in  others  the  consolitlation  appears  in  more  or  less 
discrete  patches  that  have  had  their  origin  in  the  smaller 
bronchial  ttibcs  ;  in  a  third  form  one  or  both  lungs  are 
studded  with  discrete  tubercles,  many  of  which  are  still  gray 
and  translucent. 

In  fibroid  phthisis  the  tissues  arc  more  resistant,  and  in 
consequence  the  process  is  limited  b\' an  overgrowth  of  con- 
nective tissue  that  forms  dense  bands  around  the  tuberculous 
foci.     This  form  lasts  many  years. 

Chronic  Ulcerative  Phthisis.—  Symptoms. — The  onset 

is  usually  insidious  and  marked  by  pallor,  gastric  dis- 
turbance, loss  of  flesh  and  strength,  and  by  a  dr>-.  hacking 
cough  that  is  noted  especially  in  the  morning.  From  some 
undue  exposure  the  cough  is  often  aggravated,  and  to  this 
obstinate  "  cold  "  the  disease  is  usually  attributed.  In  some 
cases  the  symptoms  appear  abruptly  with  hemorrhage  or  an 
acute  pleurisy. 

Sligiit  fever  and  acceleration  of  the  pulse  arc  early  symp- 
toms of  great  diagnostic  import.     The  temperature  is  marked 
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by  an  evening  exacerbation,  during  wliich  the  face  is  flushed, 
the  eyes  are  bright,  and  the  mind  animated.  As  the  disease 
advances  the  cough  becomes  troublesome  and  the  expec- 
toration more  abundant.  In  wcll-dcvclopcd  cases  the  ex- 
pectoration Ls  greenish  in  color,  ts  in  coin-shaped  plugs 
(numnuilar).  is  heavy  and  sinks  in  water,  is  often  blood- 
streakt.*d,  and  on  microscopic  examination  is  found  to  con- 
tain ImcvUi  and  fibers  of  elastic  tissue. 

Phthisis  IS  in  itself  not  a  painful  disease,  but  the  associated 
dry  pleurisy  often  causes  much  suflering.  Hemoptysis  occurs 
at  all  stages,  but  the  profuse  hemorrhages  occur  late.  The 
blood  is  bright  red  in  color,  fmtliy.  and  mixed  with  mucus. 
Dyspnea  is  rare  until  the  disease  is  far  advanced.  Profuse 
sweating  during  sleep  is  a  troublesome  feature  of  advanced 
phthisis. 

The  final  stage  is  characterized  by  extreme  emaciation, 
weakness,  pallor,  Iiigh  remittent  or  intermittent  fever,  and 
edema  of  the  feet.  The  mind  is  usually  clear  and  pccuharly 
hopeful  to  the  a\(.\.  The  average  duration  is  about  two 
years. 

Physical  Bzamination. — The  chest  may  be  well  formed. 
Often,  however,  it  is  long  and  flat,  with  hollow  supracla- 
vicular and  infraclavicular  spaces,  prominent  scapulx.  and 
oblique  ribs.  When  the  disease  is  well  advanced,  there 
may  be  retraction  with  diminished  expansion  over  one  apex. 

Palpation. — This  reveals  imperfect  expansion  and  ex- 
aggerated vocal  fremitus. 

•  Percussion. — Dulness  can  be  detected  at  an  early  period 
of  the  disease.  It  may  be  obtained  first  above  or  below  the 
clavicles,  in  the  supraspinous  fossa:,  between  the  scapulae,  or 
in  front,  near  tlie  sternal  border. 

A  cavity  may  yield  tympany  or  a  cracked-pot  note.  The 
latter  is  best  obfciincd  with  quick,  light  percussion  strokes, 
when  the  patient's  mouth  is  open. 

Ausatltatiott. — In  the  earliest  stage  respiration  may  be. 
inaudible  over  the  afiected  area.  Later  the  breathing 
harsh  and  the  expiration  is  prolonged  (bronchial).  The  vocal 
resonance  is  increased.  Crackling  rales  are  usually  audible, 
and  are  produced  by  liquid   in  the  small  tubes.     If  not 
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present,  coughing  will  usually  develop  them.  Auscultation 
over  cavities  may  detect  cavernous  or  amphoric  breathing, 
bronchophony  or  pectoriloquy,  and  large  gurgling  rales. 

Anomalous  Physical  Signs. — The  vocal  fremitus  is  dimin- 
ished when  there  is  mucli  pleural  thickening.  Normal 
resonance  or  hypcrresonance  may  replace  dulness  when 
there  is  much  emphysema  between  small  tuberculous  foci. 
Weak  breathing  may  replace  bronchial  or  cavernous  when 
the  tubes  or  cavity  are  filled  with  mucopus.  The  signs  of 
cavity  are  sometimes  produced  by  consolidation  in  the 
neighborhood  of  a  large  bronchus. 

Acute  Phthisis^ — Clinically  this  form  resembles  pneu- 
monia, and  is  marked  by  a  chill,  high  fever,  rapid  pulse, 
dyspnea,  sputum  at  first  rusty  and  then  purulent,  flushed 
face,  profuse  sweats,  and  the  signs  of  consolidation.  Instead 
of  ending  by  crisis  at  the  eighth  or  ninth  day.  as  in  ordinary 
pneumonia,  the  symptoms  gradually  grow  worse,  signs  of 
softening  develop,  bacilli  and  clastic  fibers  appear  in  the 
sputum,  emaciation  and  anemia  become  pronounced,  and 
death  results  in  from  a  few  weeks  to  a  few  months. 

Fibroid  Phthisis. — This  is  a  disease  of  long  duration. 
It  is  characteri/.ed  by  ver\'  gradual  loss  of  flesh  and  strength 
and  by  an  abundant  mucopurulent  expectoration,  which  is 
at  times  fetid  from  being  retained  in  dilated  bronchi.  Dysp- 
nea, sweating,  and  fever  are  slight.  There  is  very  marked 
retraction  on  the  aflected  sid?  from  the  shrinking  of  the 
fibrous  tissue;  with  this  exception  the  physical  signs  are 
similar  to  those  of  ulcerative  phthisis. 

Complications  of  Phthisis. — The  chief  are  :  hemop- 
tysis; catirrhal  pneumonia  ;  pleurisy;  pneumothorax;  stom- 
atitis ;  gastric  catarrh ;  diarrhea ;  amyloid  degeneration  of 
the  viscera;  fistula  in  ano  (tuberculous);  and  secondar)' 
tuberculosis  of  other  organs,  especially  of  the  larynx,  cere- 
bral meninges,  intestines,  peritoneum,  or  kidneys. 

Diagnosis. — The  irregtilar  fever,  cough,  pallor,  emacia- 
tion, hemoptysis,  night-sweats,  signs  of  consohdation,  and 
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the  presence  of  bacilli  and  clastic  fibers  in  the  sputa  arc  the 
diagnostic  phcnunicna. 

Prognosis. — In  acute  jihthisis  the  outlook  is  wholly 
unfavorable.  In  chronic  phthisis  the  prognosis  is  dependent 
upon  the  stage  of  liie  disease,  the  constitutional  vigor  of  the 
subject,  and  tlie  liygienic  conditions  under  which  he  is 
obliged  to  live.  The  accidental  discovery  of  calcified  tuber- 
cles at  autopsies  funiisiies  abuiuIaiU  pmof  of  the  curability 
of  the  disease.  The  mortality  is  very  high  in  young  sub- 
jects (fifteen  to  twenty-five  years)  and  those  of  feeble  con- 
stitution. Unfavorable  prognostic  signs  are  a  persistent 
high  temperature,  rapid  pulse  (iio  to  I20).  involvement 
of  both  lungs,  contimicil  indigestion,  progressive  loss  of 
flesh,  and  the  development  of  tuberculous  lesions  in  other 
organs. 

Treatment. — Prophylaxis. — Tuberculous  patients  should 
be  taught  to  exjiectorate  only  into  proper  rece|>taclcs  con- 
taining a  disinfectiint  solution  (5  per  cent,  carbolic  acid)  or 
into  moistened  rags  or  p:iper  napkins  that  should  be  burned 
before  the  sputum  becomes  dry.  They  -^hotild  sleep  alone. 
Their  rooms  should  be  sunny,  well  ventilated,  and  kept 
scrupulously  clean. 

Much  can  be  done  by  the  Slate  to  limit  the  dissemination 
of  the  disease.  Laws  should  be  enacted  providing  for  the 
systematic  inspection,  by  skilled  veterinarians,  of  all  dairies 
and  slaughter-houses  with  the  view  of  declaring  unmarket- 
able the  milk  and  meat  of  tuberculous  animals. 

Compulsory  registration  pf  phthisical  patients  is  desirable. 
Spitting  upon  sidewalks  and  the  floors  of  public  buildings 
and  conveyances  should  be  made  a  (K-nal  offense.  Finally, 
the  State  should  pro\'ide  special  hospitals  for  the  indigent 
sufl^ering  from  tuberculosis. 

Persons  with  a  prcdispo.sition  to  tuberculosis  can  do  much 
to  increase  their  powers  of  resistance  by  strict  attention  to 
hygiene.  h'resh  air  and  sunlight,  a  healthy  residence,  an 
outiloor  occupation,  the  wearing  of  warm  clothes,  with  flan- 
nel next  to  the  skin,  and  a  diet  of  wholesome  and  nutritious 
food,  lemjx;rate  living,  systematic  exercise,  and  daily  cold 
sponging,  followed  by  friction  of  the  skin,  are  the  factors  to 
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be  relied  upon  in  attempting  to  overcome  individual  sus- 
ceptibility. 

Finally,  all  local  foci  of  tuberculosis,  such  as  frequently 
appear  in  the  cervical  lymph-glands,  joints,  and  bones,  should 
receive  immediate  attention. 

Sanatorium  trvatnunt  undoubtedly  gives  the  patient  the 
best  chance  of  recovery.  In  such  institutions  the  patient 
spends  in  summer  not  less  than  nine  or  ten  hours,  and  in 
winter  not  less  than  from  six  to  nine  hours,  in  the  open  air. 
The  bedroom  windows  arc  kept  ojx^n  both  winter  and  sum- 
mer He  is  given  a  mixed  diet  of  wholesome  food,  an(]  en- 
couraged to  cat  as  heartily  as  his  digestive  capacity  will  permit. 
When  the  tliscase  is  active,  he  is  kept  at  absolute  rest.  For 
the  most  of  the  day  he  lies  on  a  bamboo  couch  in  the  open 
air,  warmth  being  maintiiined  by  abundant  covering  and, 
if  necessary,  by  a  hot  stone  at  the  feet.  In  quiescent  tuber- 
culosis moderate  exercise  is  recommended,  ever)"-  precaution 
being  taken,  however,  to  guard  against  fatigue.  To  secure 
lasting  improvement,  the  patient  siiould  remain  in  the  sana- 
torium at  least  six  months. 

Ciitnatic  Trtatmcnt. — To  p>atients  to  whom  a  protracted 
stay  in  a  sanatorium  would  be  irksome  or  distasteful  a  change 
of  climate  offers  the  greatest  hope  of  cure.  As  a  rule,  a 
high  altitude  should  be  selected  ;  the  atmosphere  should  be 
dry,  and  the  temperature  equable.  Personal  experience  must 
decide  the  question  of  IcmjX'rature ;  generally  patients  who 
feel  better  in  summer  will  do  well  in  a  warm  climate,  and 
vice  versa.  The  physician  should  have  some  knowledge  of 
the  locality,  which  should  a(Tord  ordinary  conveniences 
without  being  too  crowded  with  sufferers  similarly  afflicted. 

In  selected  cases  a  sea  voyage  is  often  ver>*  useful.  Ac- 
cording to  Douglas  Powell,  it  is  most  suitable  to  patients  in 
the  early  stages,  who  have  been  previously  healthy,  who 
have  overworked  nervous  systems,  and  in  whom  the  disease 
is  more  or  less  <iuicscent. 

Tnahncni  at  Homt\ — This  should  be  made  to  imitate  as 
closely  as  circumstances  will  permit  that  which  is  followed 
in  the  sanatorium.  The  airiest  and  sunniest  room  should  be 
selected  for  the  patienL     So  long  as  he  has  fever  absolute 
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rest  should  be  insisted  upon.  As  much  nourishing  food 
should  be  allowed  as  he  is  capable  of  dij^esting. 

Medicinal  Trcatmcut. — When  well  tnlt rated  and  digested, 
cod-liver  oil  (i  to  4  fluidranis  tlirice  diiily)  is  of  sen'ice  in 
improving  the  general  nutrition.  Creasote  is  useful  when 
the  expectoration  is  free  and  purulent.  The  dose  should  be 
cautiously  increased  from  2  or  3  minims  to  1 5  or  20  minims, 
three  times  a  day.  Alcohol  is  useful  in  some  cases.  Malt 
liquors  and  wines  are  usually  the  best  preparations.  Tonics 
— arsenic,  iron,  hypophospliitcs — are  often  serviceable.  lodin 
appears  to  be  eflectixe  in  chronic  cases.  A  small  amount  of 
an  ointment  of  europhen  (10  per  cent.),  a  compound  contain- 
ing much  loosely  combined  iodin,  may  be  rubbed  into  the 
chest  twice  dail>'.  Counterirritation  by  means  of  small 
blisters  is  also  efficacious  in  chronic  forms. 

Siymptomatic  Treatment. — Cough. — In  many  cases  cough 
is  indispensable  and  is  be.st  treated  by  promt>ting  expectora- 
tion. For  this  purpose  creasote.  guaiacol  carbonate,  tere- 
bene.  oil  of  eucalyptus,  and  myrtol  are  reliable  remedies. 
Inhalatirins  of  ipecac,  creasote,  compound  tincture  of  ben- 
zoin, or  tcrebcne  are  often  very  effective.  Local  blistering 
is  also  of  service.  When  the  cough  is  verj'  severe,  seda- 
tives must  be  given.  Of  these,  the  least  objectionable  arc 
codein.  heroin,  hytlrocyanic  acid,  and  spirit  of  chloroform. 
Such  combinations  as  the  following  will  be  found  useful: 

£t.    Cotleiii-T  <iiulphatu gr.  vj-viij 

Spiritus  clilorofonui  f^j 

gj 

Succi  linioiiis f^ss 


Glycerin gj 

2.SS 

AqUK q.  s.adf^iij.— M. 


SiG. — A  icaspoonful  as  occasion  demands. 


B  •    Coclcinse  sulphatis K^-  '^ 

Acidt  faydrocyaiiici  diluti Tl^  x\iX) 

Synipi  tolutani q-  s.  ad  f^ij. — M. 

Sic. — A  lc.i5.iBM_.nful  a<.  rcf|uircd. 


INight-nvctits. — Sponging  the  body  at  bedtime  with  a  solu- 
tion of  alum  in  alcohol  and  water  or  dusting  it  with  a  jXfwder 
of  tannofonn  (1  part)  and  zinc  oxid  (3  parts)  is  sometimes 
very  effective.  The  most  reliable  intcnial  remedies  are 
atropin  (^  to  y^  grain),  picrotoxin  (^  to  ^^  grain),  aro- 
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matic  sulphuric  acid  (5  to  10  drops),  and  camphoric  acid  (5 
to  10  grains). 

It.    Alropinx  ^ulphalis gr.  J 

Acitli  sul^*hurici  aromutict Ixiij 

Aqiuc  iDciuluc  pi|ienla: q.  s.  i^ny — M. 

SlG. — TeaKpuonful  in  waier  at  bedUme. 

P)'rcxia. — In  many  cases  tlie  fever  yields  to  absolute  rest 
in  bed  or  in  a  reclininj^'  chair,  combined  with  life  in  the  open 
air.  Cold  sponging  is  useful  when  the  temix-niture  is  high. 
In  obstinate  cases  the  administration  of  phcnacetin  (3  to  5 
grains)  may  be  tried. 

Pleuritic  Pains. — Mild  attacks  generally  yield  to  sinapisms 
or  the  application  of  iodin.  Strapping  the  affected  side  also 
affords  relief.  Severe  pains  should  be  treated  by  the  appli- 
cation of  small  bhsters  and  the  subcutaneous  administration 
of  morphin. 

Diarrhea. — Diarrhea,  the  result  of  indigestion,  usually 
yields  promptly  to  restriction  of  Uie  diet,  rest,  and  the  admin- 
istration of  a  mild  mercurial.  Persistent  diarrhea  will  demand 
the  use  of  bismuth  subnitrate  (20  to  30  grains)  combined 
with  opium  and  intestinal  antiseptics — salol.  bismuth-l)eta- 
naphthol,  or  crcasole.  Combinations  of  tannigen  (510  15 
grains)  or  tannalbin  (5  to  1 5  grains)  with  bismuth  compounds 
are  also  useful : 


1^  Tnnnigen    .    . 

Btfiinuth  IteU-naphthol 
CoJeimf  sul(.'bati»     .    . 

Fiuit  chartulx  No.  xij. 

Si«. — One  every  four  hours. 

Hemoptysis  (see  p.  240). 


■  3) 
•  Kg 

.  gr.  v.— U. 


DISEASES  OF  THE  PLEURA. 
PLEURISY. 

iPleuritis.) 

Definition. — Inflammation  of  the  pleura. 
Varieties. — According  to  cause,  it  may  be  divided  into 
primary  or  secondary  ;  according  to  extent,  into  unilateral. 
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bilateral,  or  local ;  according  to  lime,  into  acute  or  chronTc 
and  according  to  the  exudation,  into  serofibrinous,  fibrinous, 
or  purulent. 

l^tiology. — Pleurisy  maybe;  (i)  Idiopathic,  arising  from 
exf>osure  to  cold  and  wet,  (2)  Traumatic.  (3)  Secondary  to 
inflammatory  diseases  of  adjacent  viscera,  as  pneumonia  and 
phthisis.  (4)  Secondary  to  some  general  morbid  process,  as 
rheumatism,  Bright's  disease,  and  the  infectious  fevers.  (5) 
Tuberculosis.     (6)  Cancerous  (rare). 

At  least  three-fourths  of  all  cases  of  serofibrinous  pleurisy 
arc  tuberculous. 

Pathology. — In  the  early  stage  the  membrane  is  red, 
sticky,  lustcrless.  and  covered  with  a  thin  film  of  lymph ;  if 
the  process  now  ceases,  the  condition  is  termed  dry  ptiurisy. 
If,  however,  the  inflammation  continues,  an  exudate  is  formed 
wliich  may  be:  (i)  Serofibrinous;  (2)  fibrinous  ;  or  (3J  pur- 
ulent (empyema).  In  the  Strrofibrhions  form  there  is  little 
lymph,  the  exudate  being  mainly  composed  of  straw-colored 
scrum  {a  few  ounces  to  several  pints)  which  in  favorable 
cases  is  gradually  absorbed.  In  large  effusions  the  adjacent 
organs  are  displaced  and  the  lungs  are  compressed.  In  the 
fibrinous  form  serum  is  scant  and  the  membrane  is  covered 
with  a  butter-like  exudate  that  subsequently  organizes  and 
unites  more  or  less  closely  the  pleura!  svtrfaces,  causing 
chronic  pleura!  thickcnittg.  A  liquid  effusion,  which  is  cir- 
cumscribed and  confined  to  jx»ckets  formed  by  adhesions,  is 
termed  sacculated  pleurisy. 

Purulent  p/curisy  is  alwa\-s  the  result  of  micro-organisma! 
infection.  Left  to  itself,  it  may  kill  by  sepsis,  it  may  become 
inspissated  and  encysted  (ver)^  rare),  or  it  may  rupture 
spontaneously  into  the  lung  and  bronchi,  or  more  rarely 
through  the  chest-walls.  After  the  discharge  of  the  pus, 
the  pleural  surfaces  may  ex'entually  become  united  by  firm 
adhesions. 

Hcmorrha^^ic  Pleurisy. — A  bloody  effusion  is  often  ob- 
served in  tuberculous  and  cancerous  pleurisies  and  in  pleurisy 
associated  with  scurvy,  grave  anemia,  and  other  cachectic 
states. 

Symptoms. — The  disease  usually  sets  in  with  a  sharp 
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stabbing  pain  in  the  side,  aggravated  by  deep  breathing. 
The  respirations  are  rapid  and  shallow. 

h'ctH'r  is  moderate  in  degree  (lOl*^'  to  103°  F.). 

There  is  a  slight  irritative  coit^/t,  but  no  expectoration. 
As  the  effusion  accunuilates.the  pain  diminishes,  but  dyspnea 
and  cyanosis  gradually  develop. 

In  si>nie  cases  {itittut  picurisy)  the  disease  begins  in- 
sidiously, weakness  and  dyspnea  being  the  first  symptoms 
to  attract  attentitm. 

Physical  Signs. — Inspiction. — In  the  first  stage  there 
may  be  deficient  cxp;insion  <m  the  affected  side,  owing  to 
the  severe  p;un.  Atler  the  development  t>f  a  liquid  effusion 
the  characteristic  features  are  immobility,  bulging  of  the  in- 
tercostal spaces,  and  displacement  of  the  ajx'x-beat. 

Pixipatiou  reveals  immobility  of  the  affected  side  and  ab- 
sence of  the  vocal  fremitus. 

Percussion  yields  marked  dulncss  or  flatness  and  a  sensa- 
tion of  increased  resistance.  The  upper  line  of  dulness  is 
not  horizontal,  but  is  curved  and  rises  higher  posteriorly. 
In  m<:Hjeratc  effusions  the  level  of  dulness  often  changes  with 
the  position  of  the  patient.  Above  the  effusion  percussion 
gives  a  tympanitic  note  (Skoda's  resonance).  In  left-sided 
effusions  Tratibc's  semilunar  space  is  obliterated. 

Auscultation. — In  the  early  stage  this  detects  a  to-and-fro 
friction-sound  of  respirator)'  rhythm.  After  the  development 
of  the  effusion  the  respiratory  sounds  arc  weak  and  distant. 
Occasionally  they  have  a  tubular  quality,  especially  near  the 
margins  of  the  liquid.  Vocal  resonance  is  usually  dimin- 
ished or  absent,  but  occasionally,  when  the  effusion  is  mod- 
erate, egophony  may  be  heard.  The  friction-sound  may 
again  be  audible  when  the  fluid  disappears. 

Afensuration  sho\\s  an  increase  in  the  size  (^  to  1  inch)  of 
the  affected  side. 

Diagnosis. — Croupous  Pneumonia. — The  severe  chill, 
rusty  e\[)ectoration.  high  fever,  the  fine  inspiratory  rales, 
dulncss  not  changing  with  the  patient's  |K>sture,  increased 
vocal  fremitus,  increa.sed  vocal  resonance,  loud  bronchial 
breathing,  and  the  absence  of  bulging  and  of  displaced 
apex-beat  will  ser\^e  to  distinguish  pneumonia  from  pleurisy. 
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Pleurodynia  (Ebeumatism  of  the  Intercostal  Muficles). — In 
this  affection  tlic  piiin  and  tenderness  are  diffuse;  moreover, 
fever,  friclion-somids,  and  sij^ns  of  effusion  are  absent. 

Diaphragmatic  Pleurisy. — Tliis  ma)'  present  the  following 
symptoms:  Intense  pain  under  the  mar^nn  of  tlie  ribs,  with 
tenderness  on  pressure;  thoracic  breathing;  tenderness  over 
the  phrenic  nerve,  which  is  accessible  between  the  two  roots 
of  the  sternocleidomastoid  at  the  base  of  tlie  neck;  hiccup; 
and  severe  dyspnea.     The  physical  si^ns  are  not  marked. 

Pericarditis  with  Effusion. —  In  this  condition  the  percussion- 
duiness  has  a  characteristic  shape,  the  sounds  of  the  heart 
are  distant  and  muffled,  and  there  is  greater  embarrassment 
of  the  circulation. 

Hydrothoraxt^^In  this  condition  pain  and  fever  arc  absent. 
There  is  often  a  histor>'  of  cardiac  or  renal  disease,  and  the 
fluid  on  aspinilion  is  found  to  contain  less  than  3  per  cent. 
of  albumin  and  to  have  a  specific  gravit)'  below  1015. 

Pyothoraz. — This  may  be  recog^nizetl  by  the  general 
symi)tonis  of  sepsis— persistent  irregular  fever,  increasing 
pallor,  profuse  sweats,  chills,  and  leukocytosis.  In  doubtful 
cases  it  will  be  nccessar\*  to  aspirate. 

Prognosis. — In  simple  serofibrinous  pleurisy  the  prog- 
nosis is  guardedly  favorable.  Fever  usually  subsitles  in  from 
a  week  to  ten  days,  and  absorption  of  the  fluid  in  most  cases 
is  complete  in  from  fo»ir  to  six  weeks.  Sudden  death  occa- 
sionall)'  occurs  when  the  fluid  is  excessive.  In  about  one- 
third  of  the  cases  tuberculosis  sooner  or  later  develops. 

Treatment. — The  patient  should  be  kept  in  bed  and  re- 
.strictcd  to  a  liquid  diet.  Mercurial  or  saline  aperients  may 
be  prescribed  at  the  onset.  For  the  severe  pain  the  applica- 
tion of  a  blister  or  of  wet  or  dry  cups,  together  with  the 
administrationof  morphin.  will  be  found  effective.  Strapping 
the  affected  side  with  broad  strips  of  adhesive  plaster  is  also 
useful.  Acute  sthenic  cases  with  decided  fever  are  often 
favorably  influenced  by  the  administration  of  salicylates  (1 
to  I  \  drams  of  the  sodium  or  ammonium  salt  a  day).  In 
asthenic  ca.ses  salicylates  are  of  no  avail. 

Rt'ffunuii  of  Sc/'otfs  /{(fusiofi. — The  most  useful  measures 
for  promoting  absorption  are  the  application  of  iodin  or  of 
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flying  blisters,  and  tlie  administ ration  of  hydragoguc  cathar- 
tics and  of  diuretics.  From  \  to  i  ounce  of  nia^'nesium 
sulpliatL-  may  be  given  in  as  little  water  as  possible  an  hour 
before  breakfast,  and  the  fluid  cmisumcd  by  tlic  patient 
during  the  day  restricted  to  a  niininuim.  The  most  service- 
able diuretics  are  digitalis,  caffein,  and  potassium  acetate. 
Potassium  iodid  (5  to  10  grains  thrice  daily)  is  also  em- 
ployed for  its  absorbent  effect.    Diaphoretics  are  of  little  vlaue. 

Paracat tests  \s  demanded — (i)  When  the  eflii^ion  is  con- 
siderable and  shows  no  signs  of  receding  after  the  lapse  of 
two  weeks  ;  (2)  when  there  is  sufficient  fluid  to  cause  severe 
dyspnea,  cyanosis,  persistent  cough,  or  failing  pulse;  (3) 
when  the  fluid  reaches  the  level  of  the  second  rib  and  tliere 
is  marked  dislocation  of  the  neighboring  organ ;  (4)  when 
the  presence  of  pus  is  suspected. 

The  most  favorable  site  for  the  puncture  is  usually  in  the 
sixth  or  seventh  intercostal  space,  between  the  mid-axillary 
line  and  the  angle  of  the  scapula.  After  anesthetizing 
the  part,  the  needle  should  be  introduced  with  a  quick 
stroke  along  the  upper  margin  of  the  rib.  The  fluid  should 
be  removeil  slowly,  and  under  no  circumstance  should  ex- 
treme efl(jrts  be  made  to  obtain  the  largest  possible  amount. 
The  operation  should  be  terminated  at  once  if  incessant 
cough,  severe  pain,  dyspnea,  palpitation,  tendency  to  syn- 
cope, or  other  untoward  symptoms  appear. 

Empyema  (Pyothoraix), — The  eflTusion  may  be  pri- 
marily purulent,  hax'ing  been  excited  by  pyogenic  micro- 
organisms, or  a  serofibrinous  effusion,  through  subsequent 
infection,  may  become  purulent.  Traumatism  or  the  rup- 
ture of  a  purulent  accumulation  into  the  pleural  sac  is  an 
occasional  cause.  It  frequently  follows  pneumonia,  particu- 
larly in  children,  in  whom  the  most  common  form  of  pleurisy 
is  empyema.  It  is  often  secondary  to  tuberculosis  or  one 
of  the  infectious  fevers. 

The  organisms  most  frequently  present  are  the  pncumo- 
coccus,  staphylococcus,  streptococcus,  tubercle  bacillus,  and 
typhoid  bacillus. 

Symptoms. — The  physical  signs  and  symptoms  arc  simi- 
lar to  those  observed  in  serofibrinous   plcurby.      Pus   is 


Trntina^^c.  1  rrigation  is  unnecessary  unless 
In  lung-standing  cases  the  excision  of  sev 
er's  operation)  facilitates  retraction  and  tJ 
the  pleural  sac,  which  is  essential  to  a  cure 

HYDROTHORAX- 

Definition. — A  serous  exudation  of 
origin  in  the  pleural  cavity. 

Btiology. — It  is  always  secondary.  It 
one  of  the  causes  of  genera!  cdcnia — heart  i 
emphysema,  or  anemia ;  it  may  be  due  t«>  p 
veins  by  a  tumor,  aneurysm,  or  a  dilated  r 
mitral  disease.  It  is  usually  bilateral,  but 
pressure  or  mitral  lesions,  it  is  frequently 

Symptoms. — It  gives  rise   to  dyspn 
the  (iliy^ical  signs  of  a  pleural  effusion. 

Diagnosis. — This  is  based  upon  the  hi 
of  pain  and  fever,  and  the  character  of  fl 
aspiration  (see  p.  268). 

Treatment. — Remedies  should  be  dire 
disease.  If  hydragogue  cathartics  nnd  d 
afford  relief  and  the  dyspnea  becomes  uj 
must  be  practised.  ■ 
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taneous  rupture  into  the  lung  of  an  empyema.     It  is  occa- 
sionally (iiie  to  penetrating  wounds  o{  the  chest. 

Pathology. — The  adjacent  viscera  are  often  much  dis- 
placed and  the  lung  is  compressed.  Even  when  air  alone 
has  escapeil  into  ihc  pleural  sac,  an  effusion  soon  forms,  so 
that  putumohydrothorax  or  pncumopyothorax  is  an  almost 
iiiL'vitahlf  it'sult. 

Symptoms.— The  onset  is  usually  marked  by  sharp 
pain,  severe  dyspnea,  cyanosis,  cough,  and  tlie  symptoms 
of  shock — subnormal  temperature,  a  weak,  rapid  pulse,  cold 
extremities,  and  pinched  features. 

Physical  Signs. — Inspection  may  reveal  distention  of 
the  afilcted  side,  immobility,  and  marked  displacement  of 
the  apex-beat. 
.    Palpation, — Vocal  fremitus  is  diminished. 

Percussion. — Over  the  air  there  is  tympany.  At  the  base 
there  may  be  flatness,  changing  with  the  posture  of  the 
patient. 

Auscultation. — The  respiratory  murmur  and  vocal  reso- 
nance are  usually  absent,  but  when  the  o|>ening  rn  the  lung 
remains  patulous,  amphoric  breathing  may  be  detected. 
Metallic  tinkling  is  often  heard.  When  a  silver  coin  is 
placed  on  the  affected  side  and  is  struck  with  another,  the 
auscultator  may  detect  a  clear  metallic  sound  (bell-tympany). 
When  fluid  is  pn-sent,  shaking  the  patient  elicits  a  splashing 
sound  (Hippoctatic  succussion). 

Diagnosis. — A  Large  Phthisical  Cavity. — This  is  usually 
located  near  the  apex  instead  of  the  biise;  the  surface  is 
sunken,  not  prominent;  the  heart  is  not  displaced;  succus- 
sion-splash  and  bell-tympany  are  rarely  obtainable. 

Dilated  Stomach. — This  may  give  a  tympanitic  note  over 
the  left  pulmonary  base,  and  may  simulate  a  pneumothorax  ; 
but  the  tympanitic  note  is  continued  down  into  the  abtlomen, 
and  tiie  swallowing  of  liquid  is  distinctly  audible  over  the 
base  of  the  chest. 

Prognosis. — This  depends  on  the  cause.  In  tuberculous 
subjects  it  almost  always  proves  fatal  in  from  a  few  days  to 
a  few  months.  In  cmpycmic  and  traumatic  cases  the  out- 
look is  distinctly  more  favorable. 
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Treatment. — In  tuberculous  cases  the  indications  are 
to  relieve  distress  by  niorphin  and  to  combat  collapse  by 
such  stimulants  as  ether,  ammonia,  camphor,  alcohol,  and 
str)'chnin.  As|)iration  occasionally  affords  temporary  re- 
lief. In  non-tuberculous  cases  of  pneumopyolhorax  opera- 
tive interference  is  generally  advisable. 

HEMOTHORAX. 

Definition. — Blood  in  the  pleural  cavity. 

Btiolog^. — It  usually  results  from  wounds  of  tl 
chest-wall.  hMcliire  of  the  ribs,  or  the  rupture  of  an  aneur- 
ysm. A  sanguineous  inflammatory  {//n/iorr/nr^w  f^Icurisy) 
exudate  frequently  occurs  in  cancerous  and  tuberculous 
pleurisy  and  in  simple  pleurisy  when  the  individual  is  pro- 
foundly anemic. 

Sjnnptoms. — The  symptoms  and  physical  signs  arc 
those  of  pleural  effusion. 
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FEVER. 

Fever  is  an  abnormal  concJilion.  characterized  by  elevated 
temperature,  quickened  respiration  and  circulation,  faulty 
secretions,  and  incrciised  tissue-waste.  It  is  dependent  upon 
a  perversion  of  the  physiologic  processes  whereby  the  (gen- 
eration and  the  loss  of  heat  are  so  balanced  as  to  maintain  a 
uniform  normal  tenijx*ratnre. 

The  Detection  of  Fever,— There  is  only  one  reliable 
way  of  detecting  fever,  and  that  is  by  means  of  the  clinical 
thermometer.  The  instrument  may  be  placed  in  the  axilla, 
mouth,  rectum,  or  vai^'ina. 

When  the  axilla  is  selected,  the  following  precautions 
must  be  observed  :  Wipe  ofT  the  perspiration  anil  tlry  the 
skin;  insert  the  bulb  of  the  instrument  deep  in  the  armpit, 
and  see  that  the  arm  is  kept  close  to  the  side.  The  ther- 
mometer should  be  kept  in  position  until  the  mercury  main- 
tains the  same  level  for  two  minutes ;  this  will  usually 
require  in  all  about  six  or  seven  minutes. 

When  the  mouth  is  selected,  the  bulb  should  be  placed 
under  the  tongue  and  the  lips  kejU  closed.  Hot  or  cold 
drinks  recently  taken  tnar  the  result  For  obvious  reasons 
the  mouth  should  not  be  used  in  delirious  patients. 

The  rectum  may  be  selected  in  children.  The  recta! 
temperature  is  about  a  degree  higher  than  that  of  the 
axilla. 

Febrile  Stages. — The  course  of  all  fevers  is  marked  by 
three  stages:  (i)  Invasion;  (2)  fastigium,  or  stadium;  (3) 
defervescence,  or  decline. 

Invusiotf. — During  this  period  the  temperature  gradually 
rises  until  it  reaches  its  maximum. 
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Fastigium. — In  this  period,  though  there  rnny  be  marked 
variations,  the  temperature  shows  a  tendency  to  touch  again 
and  again  its  highest  point. 

Difcr-vescence. — In  lliis  period  the  temperature  gradually 
falls  until  it  reaches  the  norm. 

Terminations  of  Fever, — Fever  terminates  by  lysis  or 
crisis. 

/. I'i'/jr.  — The  temperature  falls  slowly  by  slight  gradations 
until  it  reaches  the  norm. 

Crisis. — ^The  temperature  falls  suddenly — often  four  or 
five  degrees  in  twelve  or  twenty-four  hours. 

The  Degree  of  Pyrexia. — The  following  is  VVunder- 
lich's  clabsificalion  of  febrile  temperatures: 

1.  Subfebrile,  tem|)erature  99.5^-100.4*^  F. 

2.  Slightly  febrile,  temperature  100.4°-I0l.3°  F. 

3.  Moderately  febrile,  temperature  I0i.3°-I03. i*^  F. 

4.  Decidedly  febrile,  temperature  I03.i°-i04^  F. 

5.  Highly  febrile,  temperature  above  103.1°  F.  in  the 
morning  and  above  104.9'^  F.  in  the  evening. 

6.  Ilyjicrj))  ixlic.  temperature  above  106°  F. 

Febrile  Remissions. — All  fevers  show  a  diurnal  varia- 
tion. The  maximum  is  usually  reached  at  about  6  P.  M. 
and  the  minimum  at  about  6  a.  m.  Occasionally  these  ex- 
tremes are  reversed  and  the  maximum  is  in  the  morning 
and  the  minimum  in  the  evening.  The  daily  difference 
amount^  to  about  i*^  F. 

Types  of  Fever.— According  to  the  degree  of  the 
diurnal  variation  three  types  are  recognized: 

1.  Continued  Fever. — The  diurnal  variation  is  slight — 
i°-i.5°  F.  Typhus  fever,  pneumonia,  and  scarlet  fever  are 
examples  of  continued  fevers. 

2.  Remittettt  Fei*cr. — The  diurnal  variation  is  marked,  but 
the  minimum  temperature  is  still  above  the  norm.  Typhoid 
fever,  remittent  fever,  and  septic  fever  are  examples  of  this 
type. 

3.  Intennittent  Fetter. — ^The  diurnal  variation  is  marked, 
and  the  minimum  is  normal  or  subnormal.  The  following 
fevers  show  multiple  intermissions: 

I.  Intermittent  malarial  fever. 
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2.  Relapsing  fever. 

3.  Septicemic  fever  (tliis  may  be  intermittent  or  remittent). 

4.  Hepatic  intermittent  fever  (see  p.  ICX)). 

A  single  inU'rmission  or  ntarkid  n'tftission  is  observed  in 
the  following  fevers : 

Smallpox  (a  remission  occurs  about  the  third  day). 

VcUow  fever  (an  intermission  or  decided  remission  occurs 
about  the  third  or  fourth  day). 

Measles  (a  distinct  remission  often  occurs  on  the  second 
or  third  day). 

Dengue  (an  intermission  occurs  about  the  third  or  fourth 
day  and  lasts  two  or  three  days). 

Causes  of  Fever. — The  chief  cause  is  disturbance  of 
the  heat-regulating  centers  by  toxic  substances  circulating 
in  the  blood  These  substances  may  owe  their  origin  to  bac- 
terial invasion  (acute  infectious  diseases),  to  faulty  metabo- 
lism (acute  gout,  thermic  fever),  or  to  mechanical,  thermic,  or 
chemical  injury  of  the  tissues.  Occasionally,  as  in  hysteria, 
fever  appears  to  be  due  to  a  direct  disturbance  of  the  heat- 
regulating  centers. 

Symptoms  of  Pever, — The  temperature  is  elevated,  the 
pulse  is  accelerated,  the  respirations  arc  increased,  the 
tongue  is  coated,  the  appetite  is  impaired,  the  secretions  of 
the  alimentary  canal  are  deficient,  and  the  urine  is  scanty, 
dark  colored,  and  of  high  specific  gravity.  Persistent  fever 
is  attended  with  great  wasting  of  the  body. 

The  pttlse-temperatttre  ratio : 
A  temperature  of   98.4°  F.  corresponds  to  a  pulse  of  70. 

*'    100°  F.  •  80-90. 

"  "    102°  F.  "  "         "         100- 1 10. 

"    104-  F.  "  "         "         120-130. 

Effects  of  Fever  on  the  Tissues.— High  and  long- 
continued  fever  induces  certain  marked  changes  in  the 
tissues,  espedally  cloudy  swclhng,  fatty  degeneration,  and 
coagulation  necrosis. 

Treatment  of  Fever.— P'ebrile  patients  should  be  kept 
at  rest  in  a  coul,  well-ventilated  room.  The  diet  should 
be  liquid  or  semiliquid.  When  the  fever  is  moderate,  no 
special  treatment  is  required,  but  sponging  with  cool  water 
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or  with  alcohol  and  water  and  the  administration  of  such 
dru^s  as  spirit  of  nitrous  ether,  solution  of  ammonium 
acetate,  or  neutral  mixture  afford  comfort.  Hij^h  fever  is 
best  controlled  by  cold  :  cold  sponging,  tlie  cold  pack,  or 
the  cold  bath. 

In  applying  the  roM  pack  the  bedding  is  first  protected 
by  water-proof  sheeting  ;  tlie  (>atient  is  then  stripiwjd  and 
envelo|x:d  in  an  ordinary  sheet  wrung  out  di  Wiiler  at  a 
temperature  of  70*^-60^  f\  The  pack  is  usually  c*jntinucd 
for  from  ten  to  fifteen  minutes,  and  during'  this  time  it  is 
necessary  to  sprinkle  the  sheet  at  freijuent  intervals  with 
water  sufficiently  cool  to  m;iintain  a  uniform  temperature. 

Tke  Cold  Bulk. — The  jjiitienl  is  wrapfjcd  in  a  sheet  and 
tlicn  placed  in  water  at  'jKf  V .  Wiiile  in  the  bath  an  ice-cap 
is  kept  uptin  the  head  and  the  trunk  and  limbs  are  vigor- 
ously rubbed,  so  as  to  bring  new  relays  of  blood  to  tiie 
surface.  A  stimulant  is  sometimes  given  before  the  bath  to 
lessen  the  shock.  At  the  end  of  fifteen  or  twenty  minutes 
the  patient  is  carried  back  to  bed  and  covered  with  a  dry 
sheet  and  a  light  blanket.  After  he  has  been  thoroughly 
dried  the  damp  coverings  arc  removed  and  replacetl  by  dry 
ones.  If  the  patient  be  delicate,  it  is  preferable  to  place  him 
in  a  bath  at  90°  F.  and  then  gradually  lower  the  tempera- 
ture of  the  water  to  70°  F. 

Drugs  may  also  be  used  to  lower  temperature,  but  the 
application  of  cold  is  generally  preferable.  Phenacetin,  anti- 
pyrin.  acctanilid.  and  quinin  are  the  antipyretic  drugs  most 
comnuinly  employed. 

Period  of  Incubation. — The  period  elapsing  between 
the  occurrence  of  the  infection  and  the  development  of 
symptoms. 

It  varies  con.sidcrably  in  the  .same  disease,  being  more  or 
less  influenced  by  the  susceptibility  of  the  patient  and  the 
virulence  of  the  contagion.  The  average  period  of  incuba- 
tion in  the  various  fevers  is  as  follows: 


T\*phoid  fever:  two  to  three  weeks. 
Typhus  fever:  a  few  hours  to  two  week.s. 
Measles  :  ten  days  to  two  weeks. 
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Rotheln  or  rubella  :  one  to  three  weeks. 
Scarlatina :  a  few  hours  to  a  week. 
Smallpox :  ten  days  to  tAvo  weeks. 
ICr>sipelas  :  three  to  seven  days. 
Diphtheria  :  two  to  seven  days. 
Varicellii :  fourteen  to  sixteen  days. 
Tetanus  :  a  few  days  to  three  weeks. 
Mumps  :  two  to  three  weeks. 
Yellow  fever :  from  two  to  three  weeks. 
Cholera  :  two  to  five  days. 

The  date  at  which  rashes  appear  in  the  varion? 

acute  infections : 

Typhoid  fever:  seventh  to  the  ninth  day. 
Typhus  fever:  fourth  or  fifth  day. 
Smallpu.x  :  third  or  fourth  day. 
Measles:  third  or  fourth  day. 
Scarlatina  :  first  or  second  day. 
Rotheln  or  rubella  :  first  or  second  day. 
Varicella  :  first  day. 

Protection  from  Futtire  Attacks.— Few  diseases 
confer  absolute  immunity  against  future  attacks,  but  the  fol- 
lowing arc  fairly  protective : 

Typhoid  fever :  relapses  are  common,  but  second  attacks 
are  infre(|uent. 

Typhus  fever:  second  attacks  arc  very  rare. 

Measles  :  second  attacks  are  not  vtxy  uncommon. 

Rubella  :  second  attacks  are  rare. 

Scarlet  fever ;  second  attacks  are  rare. 

Smallpox  :  second  attacks  occasionally  occur. 

Mumps  :  second  attacks  are  rare. 

Varicella:  second  attacks  are  uncommon. 

Yellow  fever :  second  attacks  are  rare. 

The  following  specific  fevers  do  not  confer  immunity: 
Kry'sipelas.  Malarial  fever. 

Relapsing  fever.  Influenza. 

Diphtheria.  Croupous  pneumonia. 

Rheumatic  fever. 
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Termination  by  Crisis. — The  following  infectious  fevers 
are  apt  to  end  by  crisis : 

Typhus  fever.  Measles. 

Pneumonia,  Relapsing'  fever. 

Malarial  fever.  Kr^'sipclas. 

Infections  in  which  jaundice  is  likely  to  occur : 

Yellow  fever. 

Relapsing  fever. 

Acute  yellow  atrophy  of  the  liver. 

Remittent  malarial  fever, 

SUBNORMAL  TEMPERATURE. 

Temperatures  below  97.5°  F.  may  be  considered  sub- 
normal.     They  arc  observed  in  the  following  conditions: 

1.  During  convalescence  from  certain  febrile  diseases. 
After  jmeumonia  and  typlioid  fever  the  temperature  may 
remain  subnormal  for  several  days. 

2.  Jn  collapse  from  various  causes. 

3.  In  cholera.  In  this  disease  the  temperature  may  be 
very  low  (90^-85"  F.)  for  several  days. 

4.  In  certain  chronic  diseases,  esj>ccially  myxedema,  dia- 
betes, cancer,  chronic  cardiac,  cerebral,  and  spinal  diseases. 


SIMPLE  CONTINUED   FEVER. 
(Febricula;  Ephemeral  Fever.) 

Definition. — An  acute  febrile  disease,  of  short  duratioHj 
without  definite  lesions  or  a  specific  etiology. 

Etiology. — It  is  generally  met  with  in  young  and  sensi- 
tive individuals.  Exposure  to  the  sun,  prolonged  physical 
or  emotional  excitement,  and  errors  in  diet  seem  to  excite  it. 

Symptoms. — The  disease  usually  begins  abruptly  with 
chilliness,  headache,  malaise,  and  fever  which  soon  attains  a 
maximum  of  102°  or  103°  F.  The  face  is  flushed  ;  the 
pulse  is  full  and  rapid;  the  urine  is  scanty  and  high  colored; 
the  tongue  is  coated;  the  appetite  is  lost;  and  the  bowels 
are  constipated.  There  is  no  characteristic  eruption,  but 
herpes  is  frequently  observed  on  the  lips. 
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The  disease  lasts  from  a  few  days  to  two  weeks,  and  may 
end  by  crisis  or  lysis. 

Diagnosis. — Care  must  be  taken  to  exclude  local  inflam- 
matioiis,  sucii  as  gastritis,  tonsillitis,  and  pneumonia. 

Typhoid  Fever. — At  tirst  the  diagnosis  may  be  impossible, 
but  the  absence  of  diarrhea,  tympanites,  abdominal  tender- 
ness, splenic  enlargement.  Widal  reaction,  and  eruption  will 
soon  make  the  diagnosis  apparent. 

Eemittent  Fever. — The  history,  the  splenic  enlargemeni, 
and  the  presence  of  heuiatozoa  in  the  blood  will  serve  to 
distinguish  this  disease  from  simple  continued  fever. 

Prognosis. — Fa  vorabl  e. 

Treatment. — The  patient  should  be  confined  to  bed  and 
placed  upon  a  liquid  or  semiliquid  diet.  Fractional  doses  of 
calomel  may  be  employed  to  relieve  constipation. 

The  fever  is  best  controlled  by  sponging  witli  water  ami 
alcohol  and  by  the  use  of  some  mild  refrigerant  mixture 
like  the  following: 

B.    Tincturae  aconiti  ....  ....    TTi'y 

Spiriitis  arthcris  nitrnsi        (zv 

Lir|u<iri6  atnmunit  aceUtis  .    ,     •(.  s.  ad  f^iij. — M. 

Sic. — A  dc-wrri^iioonful  every  iwn  hours  for  a  child  of  four  y< 


TYPHOID  FEVER. 
(Enteric  Fever  ;  Typhus  AbdominaliB.) 

Definition, — An  acute  infectious  disease,  excited  by  a 
special  bacillus,  characterized  anatomically  by  definite  lesions 
in  Peyer's  patches,  mesenteric  glands,  and  spleen  ;  and  mani- 
fested clinically  by  fever,  headache,  delirium,  abdominal  dis- 
tention and  tenderness,  diarrhea,  enlargement  of  the  spleen, 
and  a  rose-colored  rash. 

Etiology. —  I'larly  adult  life  (second  and  third  decades), 
individual  .susceptibility,  either  acquired  or  hcreditar}*,  and 
bodily  fatigue  are  predisposing  factors.  The  disease  is  most 
prevalent  during  the  late  summer  and  early  fall. 

The  exciting  cause  is  the  Bacillus  typhosus.  To  produce 
enteric  fever  it  must  gain  access  through  the  alimentary 
canal.     The  fecal  discharges  and  the  urine  of  the  patient  are 
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tJie  source  of  the  contagion,  and  drinking-water  contami 
nated  by  them  is  the  chief  medium  of  transmission.  Milk 
contaminated  after  leaving  the  cow  is  a  fruitful  source  of  in- 
fection. Hxcremcntal  contamination  may  cause  infection 
also  through  the  medium  of  certain  articles  of  food,  such  as 
oysters,  celeiy,  and  lettuce,  llics  may  be  an  important 
agent  in  disseminating  the  disease.  Occasionally  nurses, 
physicians,  and  washerwomen  are  infected  directly. 

Pathology, — The  characteristic  lesions  are  found  in  the 
abdominal  l>'mphatics,  namely,  in  Pcycr's  patches,  solitary 
glands,  and  mesenteric  glands.  The  changes  in  Peyer's 
glands  archest  studied  in  the  lower  part  of  the  ileum,  which 
shoultl  be  opened  on  the  side  of  the  mesenteric  attachment. 

In  the  first  few  days  the  glands  are  swollen  and  hypeiemic  ; 
later  there  is  a  marked  cell-proliferation,  the  blood-vessels 
are  compressed,  and  Xhc  glands  become  p;ilc  and  prominent 
(medullary  infiltration).  If  the  disease  advances,  necrosis 
sets  in,  the  glands  becoming  yellow  and  soft.  In  a  few  tiays 
the  necrotic  tissue  is  discharged,  leaving  an  oval,  ulcerated 
suriiicc  with  somewhat  irregular  margins,  and  a  smooth 
ba.se  formed  by  the  submucous  coat,  muscular  coat,  or  peri- 
toneum. 

In  the  fourth  week  cicatrization  begins,  and  the  gland  is 
ultimately  replaced  by  a  smooth  depressed  scar. 

In  addition  to  these  gkuuhilar  lesions  the  mucous  mem- 
brane of  both  large  and  small  intestines  shows  catarrhal 
changes. 

In  mild  cases  the  stage  of  ulceration  may  not  be  reached, 
the  proliferated  cells  being  removed  by  fatty  degeneration 
and  absorption  witliout  rujrture  of  the  gland.  The  solitary 
and  mesenteric  glands  f>ass  through  .similar  changes,  but  the 
latter  rarely  rupture.  Other  lesions  are  found  that  are  not 
characteristic.  The  spleen  is  soft  and  swollen.  The  liver, 
kidneys,  and  heart  reveal  parenchymatous  degeneratiim. 
The  respiratory  tract  is  commonly  the  seat  of  catarrhal  in- 
flammation. 

In  rare  instances  there  appears  to  be  a  general  infection 
without  lesions  of  the  intestinal  glands  (typhoid  scptuemid). 

Period  of  Incubation. — Two  to  three  weeks. 
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Symptoms. — Prodromal  Symptoms. — These  consist  in 
gradual  weakness,  headache,  vague  pains,  nose-bleed,  and 
often  slit;ht  diarrhea. 

The  Attack, — Fcx^er. — The  temperature  rises  ^raduall>% 
reaching  its  maximum  (I04°-105''  F.)  by  the  end  of  the  first 
week;  it  remains  at  this  elevation  for  another  period  of  from 
one  to  two  weeks,  wlien  a  gradual  defervescence  begins  and 
occupies  a  third  |)eriod  lasting  from  one  to  two  weeks. 
Tliroughout  its  course  the  fever  is  characterized  by  marked 
daily  remissions,  the  evening  tem()erature  beiny  from  one 
to  three  degrees  higher  than  the  morning. 

In  some  cases,  especially  in  the  young,  the  temperature 
rises  quite  abruptly.  Slight  diurnal  remissions  indicate  a 
protracted  case.     As  defervescence  advances  the  tempcra- 


FlG.  13. — Temperature -curve  in  typhoid  fever. 

ture  becomes  more  Irregular  ;  the  remissions  are  more  de- 
cided, and  not  infrequently  the  higher  temperature  is  recorded 
in  the  morning.  An  abrupt  fall  of  several  degrees  should 
suggest  intestinal  hemorrhage  or  perforation. 

Rt'Spiratory  Symfitoms. — The.se  include  hurried  breathing, 
slight  cough,  and  bronchi.il  rales. 

Cirndatory  Symptoms. — The  pulse  becomes  rapid,  weak, 
and  dicrotic.  The  rapidity  is  often  less  than  such  tempera- 
tures generally  [iroducc.  The  heart-sounds  become  feeble. 
The  first  may  he  especially  weak,  and  resembles  the  second. 

The  Face. — The  expression  is  dull  and  heavy,  the  checks 
are  somewhat  Hushed,  the  conjunctiva:  arc  clear,  and  the 
pupils  dilated. 

The  tongue  is  tremulous ;  at  first  it  is  red  at  the  tip  and 
edges,  and  covered  posteriorly  with  a  whitish  fur.     lii  severe 
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cases  the  tongue  becomes   dry,  brown,  and  fissured,  ^nd 
sordts  collect  on  the  teeth. 

The  Stomach. —  Gastric  symptoms  are  not  common,  but 
obstinate  vomitinj^  sometimes  develops  and  becomes  a  serious 
complication. 

hiUsiinal  Svtnpfinfis. — The  abdomen  is  distended.  Ten- 
derness is  irequenlly  noted  on  palpatictn  ;  it  may  be  general 
or  confined  tu  the  ri^jht  iliac  fossa.  Gurghng  may  also  be 
delected  in  the  latter  rey;ion,  biit  it  has  little  significance. 
Diarrliea  is  ^^aMierally  present,  lh*.tui;h  it  is  not  a  constant 
symptom.  The  discharges  varj"^  in  number  from  three  to 
six  or  more  a  day ;  they  are  thin,  offensive,  and  of  a  yel- 
lowish color  (likened  to  |>ea-soup) ;  on  standing,  a  turbid 
liquid  rises  to  the  lop  and  a  granular  sediment  falls  to  the 
bottom. 

lltt  Hrupiion. — This  appears  from  the  seventh  to  the  ninth 
day,  and  is  most  abundant  on  the  abdomen,  though  it  is 
not  infrequently  (jbserveil  on  the  chest  and  back.  It  is 
composed  of  small,  slightly  elevated,  rose-colored  spots  that 
disappear  on  pressure.  It  comes  out  in  successive  crops 
over  several  days.  It  may  be  absent  particularly  in  the  old 
and  very  young.  Rarely,  in  malignant  cases,  is  the  eruption 
^.  petechial. 

Sudamina  arc  also  noted,  and  result  from  free  perspiration. 
Splenic  enlargement  is  rarely  absent.    Rupture  has  occurred 
1  in  a  few  instances. 

^B  Nen'OMS  Symptoms. — In  mild  cases  apath\',  headache,  and 

^^       slight  deafness  may  be  the  only  nervous  symptoms.      In 
I  severe  cases  there  maybe  muttering  deliriuni,  stupor,  twitch- 

I  ing  of  the  tendons  (subsultus  tendinum).  picking  at  the  bed- 

I  chithes  or  imaginar>'  objects  (carphologia),  and  coma. 

I  The  Blood. — The  red  cells  and   hemoglobin  are  reduced. 

^^        There  is  no  leukocytosis,  but.  on  the  contrary',  leukopenia. 
^B  IVidai  Reaetion, — Blood-serum  of  typhoid  patients  when 

^^        mixed  with  a  fresh  bouillon-culture  of  the  typhoid  bacillus, 
I  after  the  lapse  of  a  few  hours,  clears  the  liquid  and  tlirows 

I  down    a    flocculent    precipitate.       Microscopic    examination 

I  shows  that  this  precipitation  is  due  to  a  loss  of  the  motility 

I  of  the  bacilli  and  their  agglutination  or  aggregation  in  clumps. 
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The  reaction  docs  not  appear,  as  a  rule,  before  the  end  of  tlie 
sevenlli  or  eighth  day,  and  may  persist  for  several  months  or 
years  after  recovery.  It  can  he  obtained  from  dried  blood 
or  from  blood  collected  in  a  },dass  tube  of  small  caliber.  As 
a  means  of  diagnosis  it  is  reliable  only  when  the  serum  is 
mixed  with  the  bouillon-culture  in  no  greater  jjroporlion  than 
I  to  40.  Of  22«3  typhoid  cases.  95.57  per  cent,  yielded  the 
reaction;  of  1365  non-typhoid  cases,  there  was  no  reaction 
in  984  per  cent. 

Thi-  mint  is  febrile  and  often  slightly  albuminous.  In 
many  cases  (20  per  cent.)  it  contains  typhoid  bacilli.  Reten- 
tion is  common. 

Couvalcst'Cfut'  is  marked  by  anemia,  falling  of  the  hair, 
de.squamation  of  ihtr  cuticle,  and  sometimes  by  mental  en- 
feeblement. 

Varieties. — Mild  Typhoid. — There  is  moderate  fever  with 
marked  remissions ;  the  diarrhea  is  slight ;  nervous  symp- 
toms are  often  absent ;  the  rash  is  usually  present,  and  may 
be  abundant. 

Abortive  Typhoid. — There  is  an  abrupt  onset  with  severe 
symptoms,  but  convalescence  follows  in  from  ten  days  to 
two  weeks. 

Walking  Typhoid. — The  symptoms  are  mild,  and  often  dis- 
regarded by  the  patient,  who  refuses  to  go  to  bed  ;  but  grave 
symptoms  may  develop  suddenly,  and  tkath  from  perforation 
is  not  uncommon. 

Typhoid  in  Children. — The  rash  is  often  absent ;  tiie  fever 
rises  abruptly ;  cerebral  symptoms  arc  frequently  marked. 

Complications. — Any  svmptom  aggravated  constitutes  a 
complication  ;  tlnis  high  fever,  excessive  diarrhea,  and  tym- 
panites may  be  troublesome  complications. 

Hi'morrhagi\ — This  usually  occurs  during  the  third  week, 
and  is  indicated  by  a  sudden  fall  of  temperature,  followed  by 
dark-red  or  tarr)'  stools. 

Ptrforatioft, — This  occurs  in  about  2  per  cent,  of  all  cases. 
It  may  be  recognized  by  sudden  localized  pain  and  tender- 
ness, fall  of  temperature,  leukocytosis,  marked  tjmpanites, 
di.sappearance  of  the  liver  dulness,  vesical  irritation,  and 
signs  of  peritonitis. 
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Pneumonia  (croupous  or  catarrhal)  and  hypostatic  conges- 
tion of  the  iungs  are  coiiinion  complications. 

Among  the  less  frequent  complications  or  sequelae  may 
be  mentioned;  Neuritis,  nephritis, pyelitis,  chrdecystitis,  ap- 
f>cndicitis,  otitis  media,  pcrioslitis,  parotitis,  phlebitis,  and  tem- 
p<orar>'  insanity. 

Relapse  and  Recrudescence. — Rdapsts  are  quite  com- 
mon ;  they  repeat  the  symptoms  of  the  orij^inal  attack,  but 
they  are  generally  milder  and  of  shorter  duration,  and  seldom 
prove  fatal. 

Recmdcscencc. — This  is  a  sudden  temporary'  elevation  of 
temperature  nccurrinj;  during  convalescence,  and  is  not  asso- 
ciated with  a  return  of  the  other  symptoms.  It  is  usually; 
due  to  constipation,  excitement,  or  irritatinj^  food. 

Diag;nosl9. — Acute  miliary  tuberculosis  often  closely  re-j 
sembics  typhoid  fevcn  In  tuberculosis  the  temperature  is 
generally  more  irregular;  the  abdominal  symptoms  are  less 
marked;  pulmonary  symptoms,  especially  ilyspnea,  are  more 
marked;  the  rash  is  absent;  the  \Vidal  reaction  is  absent; 
tubercles  may  be  detected  on  the  retina ;  and  symptoms  of 
basilar  meningitis  may  be  present,  such  as  irregular  pupils, 
ptosis,  and  strabismus. 

Ulceratlye  Endocarditis. — The  diagnosis  may  be  impossible, 
but  the  following  features  would  suggest  endocarditis:  The 
history  of  a  primary  disease  which  might  induce  ulcerative 
endocarditis;  irregular  fever;  intercurrent  rigors;  marked 
leukocytosis;  precordial  pain  and  endocardial  murmurs; 
and  the  absence  of  a  rosc-colorcd  rash,  of  the  Widal  reac- 
tion, and  of  marked  abdominal  symptoms. 

Enteritis. — The  absence  of  high  {ii\'^r^  of  eruption,  of| 
splenic  cjilargement,  of  epistaxis,  and  of  bronchial  catarrh^ 
will  serve  to  distinguish  enteritis  from  ty[>hoid  fever. 

Meningitis. — The  abrupt  onset,  the  early  development  of 
cerebral  symptoms,  the  irregular  fever,  the  leukocj'tosis,  and 
the  absence  of  the  characteristic  rash,  of  abilominal  .symptoms, 
and  the  XVidal  rcaction  will  indicate  meningitis. 

Prognosis. — The  prognosis  should  always  be  guarded.] 
No  case  is  too  mild  to  prove  fatal,  and  no  case  is  too  severe 
to    recover.     The    mortality    varies   in    different   epidemics. 
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Under  present  methods  of  treatment  the  average  mortality  is 
about  8  jx^r  cent. 

Continued  high  fever  with  sH^ht  diurnal  remissions,  exces- 
sive diarrhea,  severe  cerebral  symptoms,  and  repeated  hemor- 
rhages are  unfavorable  features. 

Treattnetlt. — As  soon  as  the  nature  of  the  disease  is 
recognized  the  |xitient  should  be  confined  to  bed.  The  room 
should  be  large  and  airy,  and  provided  with  cftkient  means 
of  securing  tliorough  ventilation.  The  temperature  of  the 
room  should  be  maintiiined  between  65*^  and  70*^  F.  The 
bed-piui  must  be  used  from  the  beginning  imtil  convalescence 
is  well  advanced.  The  stools  ami  urine  should  be  rendered 
innocuous  before  being  disposed  of.  This  may  be  done  by 
treating  the  evacuation  with  twice  its  volume  of  a  i  per 
cent,  solution  o{  chlorinated  lime  or  a  5  per  cent,  solution  of 
carbolic  acid,  and  allowing  it  to  stand  in  a  covered  vessel  for 
two  hours  before  emptying  it  into  the  closet.  Soiled  clothing 
should  be  thoroughly  boiled. 

The  diet  should  be  liquid  or  semisolid,  unirritating,  and 
easily  assimilable.  As  a  rule,  milk  is  the  best  food.  Most 
patients  will  be  able  to  take  from  2  to  4  pints  in  the  twenty- 
four  hours,  given  in  portions  of  from  4  to  6  ounces  every 
two  or  three  hours.  It  is  generally  advisable  to  dilute  the 
milk  with  lime-water.  If  curds  appear  in  the  stools,  the 
quantity  of  milk  should  be  reduced.  Among  other  permis- 
sible articles  maybe  mtntioned  buttermilk,  kumiss,  junket, 
milk-whey,  ice-cream,  albumin-water,  oyster,  mutton,  or 
chicken-broths,  chicken  jelly,  and  consomme.  The  return 
to  solids  should  not  be  commenced,  as  a  rule,  until  the 
temperature  has  been  normal  for  a  week.  Cool  water  or 
ice  will  be  required  to  allay  thirst,  and  even  if  the  latter  is 
absent,  it  is  well  to  give  one  or  the  other  at  regular  intervals. 
When  the  first  sound  of  the  heart  weakens  and  the  pulse 
becomes  soft,  stimulants  should  be  administered.  It  is  de- 
sirable to  give  the  alcohol  with  the  milk  so  as  to  stimu- 
late the  stomach  to  digest  the  latter,  and  at  the  same  time 
to  diminish  the  number  of  administrations  of  food  and  medi- 
cine.    From  4  to  8  ounces  of  brantly  or  whisky  may  be  re- 
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quired  in  the  twenty-four  hours,  tlic  amount  bdng  deter- 
mined by  the  general  effect. 

Tile  use  of  the  cold  bath  or  the  cold  pack  will  be  found  an 
excellent  method  of  controlling  fever  and  (jf  preventing  llie 
development  of  severe  nervous  symptoms.  It  is  especially 
valuable  as  a  stimulant  to  the  nerve-centers,  and  maybe  em- 
ployed whenever  the  tcmix^ratiire  exceeds  \02\^  F  Hemor- 
rhage and  |X!rfonition  contraindicate  its  use  (see  page  276). 

Fcift'r. — When  circumstances  prevent  the  use  tif  the  cold 
bath,  sponging  with  cold  water  and  the  administration  of 
phenacetin  (5  to  8  grains)  may  be  substituted. 

Hcart-fatluvc. — Cold  bathing  and  the  timely  use  of  alco- 
hol do  much  to  guard  against  heart-failure.  \Vhen  the  ten- 
dency to  cardiac  fiiihire  is  pronounced,  str^^-chnin  may  be 
given  in  doses  of  from  ^\  to  ^  grain  every  three  or  four 
hours.  In  severe  cases  the  drug  should  Ix:  given  hypoder- 
mically.  Digitalis  or  strophanthus  may  also  be  tried,  but  in 
the  presence  of  fever  these  remedies  often  prove  ineffectual. 
If  collapse  is  tlircatcned,  ether,  alcohol,  or,  better  still,  cam- 
phor (i  to  2  grains  in  sterile  olive  oil)  may  be  given  sub- 
cutaneously  every  two  or  three  hours. 

Diarrhea, — When  the  diarrhea  exceeds  three  or  four 
stools  a  day,  a  suppository  of  opium  (J  to  i  gram)  may  be 
used  once  or  twice  daily.  If  the  diarrhea  be  troublesome. 
bismuth  subnitrate  or  silver  nitrate  may  be  given  by  the 
mouth  in  combination  with  opium: 

B<     Morphin.'c  suIphfitU gr.  j 

Orphol 5155 

Itismuthi  .subnilratis ^lij. — M. 

Fiant  cheitutce  No.  xv. 

Sic. — One  powder  every  three  or  four  hours. 

B  .      Argemi  nilratts Ei"-  "j 

Ptilvcris  opii gr.  yj. — M. 

Kionl  pi)ul:c  xij. 

Sm. — One  pill  every  three  or  four  hours. 

In  very  obstinate  cases  copper  sulphate  with  opium  in  pill 
proves  efficacious. 

Constipation. — This  may  be  relieved  by  enemas  of  soap 
and  water  or  by  the  administration  of  fractional  doses  of 
calomel. 
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ympanlUs. — This  may  be  relieved  by  ibe  application  of 
turpentine  siupcis  and  tlie  internal  administration  of  sonjc 
antiseptic,  such  as  salol.  creasolc,  or  bisnuilh-btla-naphlhol. 

When  extreme,  a  iioft  rectal  tube  may  be  introtluccd  into 
the  bowel. 

Ihmorrha^c. — Absolute  rest  is  imperative  Cold  liathinjj 
should  be  suspended.  It  is  advisable  to  elevate  the  foot  of 
the  bed.  An  ice-bag  may  be  ap[>lied  with  advantage  to  the 
right  ihac  region,  and  ice  may  be  given  to  suck.  The  best 
drug  is  morphin  (J  to  \  grain)  hypotierniically.  Hrj^ol  is 
of  doubtful  value.  In  cases  of  recurrent  hemorrhage  tjclalin 
may  be  given  subcutaneously,  by  the  mouth,  or  by  the 
bowel. 

hfsomttia. — Opium  is  generally  the  best  hypnotic.  In 
some  cases,  however,  sodium  bromid  or  chloralamid  acts 
better 

Dtiirium  is  best  managed  by  hydrotherapy.  Low,  mut- 
tering delirium  usually  calls  for  stimulants.  An  ice-cap  is 
useful.  Camphor  or  musk  may  be  tried  :  the  former  is  best 
given  hypodermically,  the  latter,  by  the  bowel.  In  active  or 
violent  delirium  no  drug  is  so  generally  useful  as  morphin. 

Perforation. — Recovery  from  peritonitis  is  so  cxccednigly 
rare  under  medicinal  treatment  that  operative  interference  is 
called  for  in  all  cases  that  are  not  obviously  moribund.  The 
operation  should  be  done  at  the  earliest  possible  moment 
Keen  has  collected  83  cases  with  16  recoveries. 


TYPHUS  FEVER- 
(Ship  Tever;  Jail  Fever.) 

Definition. — An  acute  contagious  disease  unassfxriated 
with  any  characteristic  lesions,  and  manifested  by  great 
prostration,  a  petechial  rash,  marked  nervous  symptoms, 
and  high  fever  that  dcfcrvesces  by  crisis  in  from  twelve  to 
fourteen  days. 

£tiology. — It  is  excited  by  an  unknown  f»oison  that  is 
capable  of  being  carried  in  clothes  (fomitcs).  It  is  rare  in 
America,  but    not    uncommon  in   England,  Ireland,  and 
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Russia.  Bad  food,  impure  water,  overcrowding,  and  foul 
air  arc-  predisposing  factors. 

Pathology* — There  arc  no  characteristic  lesions.  As  in 
other  fevers,  the  liver  and  spleen  are  swollen,  and  the  tissues 
reveal  parenchymatous  and  fatty  degeneration.  The  blood 
is  dark  and  lluid. 

Peiiod  of  Incubation. — From  a  few  hours  to  two 
weeks. 

Symptoms. — Typhus  fever  begins  abruptly  with  pain  in 
the  head,  back,  and  limbs  ;  extreme  prostration  ;  and  fever 
that  reaches  its  maximum  (104*^  to  105^  F.)  in  from  two  to 
three  days.  The  temperature  remains  high  until  the  twelfth 
or  fourteenth  day,  when  it  falls  by  crisis. 

Tlie  pulse  is  rapid,  weak,  and  often  dicrotic.  The  tongue 
is  at  first  moist  and  covered  with  a  whitish  fur,  but  it  soon 
becomes  dry  and  brown. 

The  face  is  dusky;  the  conjunctivae  arc  injected;  the 
pujjils  are  contracted. 

A^a'vous  Sympfoms. — In  severe  cases  these  arc  prominent, 
and  consist  of  headache,  stupor,  delirium,  subsultus  tcndi- 
num,  carphologia,  and  coma-vigil. 

The  Eruption. — About  the  fourth  or  fifth  day  rosc-colorcd 
spots  appear  over  the  body  ;  these  rapidly  become  hemor- 
rhagic or  petechial,  and  fail  to  tlisapf>ear  r>n  pressure.  There 
is  a  distinct  relation  between  the  amount  of  eruption  and 
the  severity  of  the  attack.  In  addition  to  this  "  mulberry 
rash  "  there  is  often  a  diffuse,  dark-red,  subcuticular  mott- 
ling. 

Gi7stro-inti'stifiaf  Symptotns. — The  stomach  is  retentive  and 
the  bowels  are  constifxited. 

Urifu\ — The  urine  is  scanty,  high-colored,  and  often  albu- 
minous. 

Complications. — These  are  not  very  common,  but  ca- 
tarrhal pneumonia,  localized  gangrene,  neuritis,  nephritis, 
and  abscesses  may  occur. 

Diagnosis. — Cerebrospinal  Meningitis. — In  this  aflfection 
tlie  pain  in  the  back  is  greater;  the  fever  is  much  more 
irregular;  there  is  greater  tendency  to  opisthotonos  and 
facial  palsies ;  vomiting  is  much  more   common,   and  the 
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cniption,  thoijrrh  it  may  resemble  thai  of  typhus,  is  incon- 
stant and  without  a  sjx;dal  time  f*)r  appearin;^. 

Typhoid  Fever. — The  resemblance  is  in  the  nervous  phe- 
nomena only.  In  typhoid  fever  the  fovcr  rises  and  falls  very 
gradually;  the  eruption  appears  later,  remains  rose-red,  and 
docs  not  become  petechial ;  the  face  is  not  dusky;  the* eyes 
arc  not  injected ;  the  blood  yields  the  Widal  reaction,  and 
there  arc  marked  abdominal  symptoms. 

Prognosis. — The  mortality  varies  in  different  epidemics. 


Fig.  i4.~-Teropenilure-cfaart  of  typhus. 

It  may  exceed  20  per  cent.     Advanced  years  and  alcohol- 
ism render  the  prognosis  very  grave. 

Treatment. — The  patient  should  be  isolated,  and  all 
the  excreta  disinfected.  The  general  treatment  is  the  same 
as  that  of  typhoid  fever. 

RELAPSING  FEVER. 

(Bpirilliun  Fever;  Fajnine  Fever.) 

Definition. — An  acute  contagious  disease  excited  by 
the  SpirochiL'ta  Obermeieri,  and  characterized  by  recurring 
paroxysms  of  high  fever  lasting  for  from  five  to  seven  days. 

Etiology. — The  exciting  cause  is  the  Spirocha^ta  Ober- 
meieri, a  spiral-shaped  microbe  three  or  four  times  as  long 
as  the  diameter  of  a  red  blood-corpuscle.  Bad  water,  poor 
food,  overcrowding,  and  foul  air  predispose  to  epidemics. 
The  disease  is  highly  contiigious. 

Pathology. — There  are  no  characteristic  lesions.  The 
liver  and  spleen  arc  much  enlarged,  and  the  latter  is  fre- 
quently the  %qaX  of  infarctions.     There  is  usually  catarrhal 
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inflammation  of  tlie  stomach  and  bile-ducts.  The  spiro- 
chccta  is  found  in  the  blood  during  hfe,  but  only  during  the 
paroxysms;  after  death  it  is  found  in  all  the  organs. 

Period  of  Incubation. — From  five  to  eight  days. 

S3rmptoniS.— rile  disease  begins  abruptly  with  a  chill, 
followed  by  fever,  which  reaches  its  maximum  ( io5'^-lo6'^ 
F.)  in  twenty-four  hours,  and  remains  high  for  from  five  to 
seven  days,  when  it  falls  by  crisis.  After  an  intermission 
of  five  or  six  days  it  again  rises  rapidly  and  remains  high 
for  a  similar  period.  Convalescence  usually  begins  at  the 
end  of  the  second  paroxysm,  but  it  may  not  begin  until 
after  the  third  or  fmirth.  Other  noteworthy  symptoms  arc 
intense  pains  in  the  head,  back,  and  joints,  and  the  presence 
of  the  spirochseta  in  the  blood.      Gastric   irritability  and 


Fig.  15. — Temperature  curve  in  reUpsing  fever. 

jaundice  are  also  common.  Not  infrequently  there  is  an 
ecchymotiu  rash. 

Complications. — The  chief  complications  are  hyper- 
pyrexia, nephritis,  pneumonia,  ophthalmia,  and  hemorrhage 
from  the  kidneys,  stomach,  or  bowels. 

Diagnosis. — The  characteristic  febrile  paroxysms  with 
the  long  intermissions  and  the  presence  of  the  spirochaeta 
in  the  blood  are  the  distinctive  features. 

Prognosis. — Favorable  in  uncomplicated  cases. 

Treatment- — As  in  all  contagious  diseases,  isolation, 
free  ventilation,  and  disinfection  of  excreta  and  clothing  are 
impf.>rtant  safeguards  against  the  spread  of  the  virus.  The 
treatment  is  purely  symptomatic.  Absolute  rest,  good 
nursing,  and  proper  diet  will  do  much  to  avert  complica- 
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tions.  VomitinjT  may  be  controlled  by  carbonated  water, 
wine  of  ipecac  (i  minim),  diluted  iiydrocyanic  acid  (1  or  2 
drops),  or  cocain  (J  grain);  the  fever  by  cold  sponging; 
and  the  severe  pains  by  morphia  or  phenacetin. 


CEREBROSPINAL  FEVER. 
(Epidemic  Cerebrospinal  Meningitis;  Spotted  Fever.) 

Definition. — A  sjit-cific  infectious  disease  characterized 
anatomically  by  inflammation  of  the  cerebrospinal  meninges, 
and  clinically  by  intense  pain  in  the  head,  back,  and  limbs, 
convulsions,  irregular  fever,  and  frequently  by  a  petechial 
eruption. 

£tiolO£7. — The  disease  may  be  sporadic  or  epidemic. 
Overcrowding,  poor  food,  foul  air,  and  bad  drinking-water 
predispose  to  epidemics.  Outbreaks  are  most  common 
in  the  winter  and  spring.  The  young  arc  more  susceptible 
than  the  old.  Tlie  disease  is  not  contagious;  the  method 
of  transmission  is  still   unknown. 

The  Exciting  Cause, — The  Diplococcus  intracellularis  of 
Wcichselbaum  is  present  in  a  large  proportion  of  cases.  It 
appears  in  the  polymorphonuclear  leukocytes,  and  may  be 
gotten  from  the  nasal  secretion  or  the  fluid  obtained  by 
spinal  puncture.  The  pneumococcus  also  seems  capable  of 
producing  the  disease,  as  it  has  been  the  only  organism 
present  in  some  instances. 

Pathology. — In  most  cases  the  membranes  of  the  brain 
and  Cord  are  ileeply  congested  and  opaque.  Lymph  and 
pus  arc  found  both  at  the  base  and  on  the  convexity  of  the 
brain,  especially  in  the  fissures  and  Along  the  blood-vessels. 
The  spinal  meninges  present  .similar  changes,  the  posterior 
surface  of  the  cord  being  particularly  involved. 

The  liver  anti  spleen  are  engorged,  and  the  muscles 
reveal  granular  degeneration.  In  rapidly  fatal  cases  the 
lesions  may  be  very  slight. 

Symptoms. — Oommon  Form. — The  disease  generally  be- 
gins abruptly  with  a  chill,  followed  by  vomiting  and  excru- 
ciating pain  in  the  head,  back,  and  limbs.  The  muscles  of 
the  neck  and  back  become  rigid  and  contracted,  so  tliat  the 
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head  is  bent  backward  and  the  back  is  straightened ;  in 
severe  cases  the  body  may  be  arched  in  a  state  of  opis- 
thotonos. Kernig's  sign  Is  an  almost  constant  phenomenon.^ 
Delirium  is  rarely  absent,  and  in  severe  cases  it  is  followed 
by  stupor  and  coma. 

Invohcmctit  of  the  Cranial  Ncn*€S. — Pressure  of  the  exu- 
date upon  llie  cranial  nerves  may  protkice  the  following 
symptoms  ;  Nystagmus  (tremor  of  the  eyeball);  strabismus; 
ptosis ;  irregular,  sluggish  pupils ;  and  partial  deafness  or 
blindness. 

hn'oivewcni  of  the  Spinal  Nenrs, — There  is  extreme 
cutaneous  hyperesthesia,  so  that  the  slightest  touch  excites 
[Klin.  The  muscles  of  the  extremities  are  stiff  and  may 
twitclv.  but  are  rarely  palsied.  The  patellar  reflex  is  usually 
diminished.  The  joints  arc  occasionally  red,  swollen,  and 
painful. 

I'lbrile  Symptoms. — The  tcmpcrattire  is  irregular  in  its 
course  and  indefinite  in  its  duration  ;  ordinarily  it  ranges  be- 
tween 101^  and  103*^  F.,  but  in  some  cases  it  is  almost 
normal,  and  in  otiiers  it  is  ver>'  high.  The  pulse  is  rapid 
and  full;  the  bowels  are  constipated;  and  the  urine  may 
contain  albumin  and  sugar.  There  is  usually  rapid  emacia- 
tion.    Polyuria  is  an  occasional  symptom. 

The  Eruption. — The  eruption  is  neither  constant  nor  pecu- 
liar. In  many  cases  a  blotchy  purpuric  nish  appears  over 
the  entire  body.  Herpes  facialis  is  also  frequently  ob- 
served. In  other  cases  urticaria  or  a  roseolar  or  erythema- 
tous rash  appears. 

The  Flood. — Leukocytosis  is  always  present. 

Lumbar  ihnteturc. — In  a  large  proportion  of  the  cases 
diplococci  are  found  either  on  microscopic  examination  or 
by  culture. 

The  duration  is  from  a  few  hours  to  several  weeks.  In 
favorable  cases  recovery  is  always  slow. 

Fulminant  Form. — There  is  an  abrupt  onset,  witli  a  chill, 
followed  by  vomiting,  headache,  moderate   fever,  convul- 

'  This  cnnsutjt  in  an  inahility  lo  rtniiyhlen  iho  leg  completely  when  ibe 
pMicni  if  in  ihe  recumbent  posture  and  the  thigh  is  flexed  ai » right  angle  with 
the  pelvis. 
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sions,  a  petechia!  or  purpuric  rash,  and  death  in  a  few  hours 
from  collapse. 

Abortive  Form. — The  disease  begins  abruptly  with  grave 
symptoms,  but  terminates  in  a  few  days  in  recovery. 

Intermittent  Torm. — The  fever  is  characterized  by  inter- 
missions or  marked  remissions  that  occur  daily  or  every 
other  day. 

Diagnosis. — Typhoid  Fever. — The  gradual  onset,  the 
ular  fever,  the  diarrhea  and  tympanites,  the  Widal  reac- 
tion, and  the  absence  of  rigidity,  of  intense  pain  in  the 
back  and  limbs,  of  facial  palsies,  of  leukocytosis,  of  Kemi^'s 
sign,  and  of  herpes,  will  serve  to  distinguish  typhoid  from 
cerebrospinal  fever. 

Typhus  Fever. — The  regular  fever,  the  absence  of  intense 
pain  in  the  back  and  limbs,  of  facial  palsies,  of  Kernig's 
sign,  and  of  muscular  rigidity  will  tiistinguish  typhus  from 
cerebrospinal  fever, 

Acute  articular  rheumatism  may  resemble  cerebrospinal 
meningitis,  but  the  early  involvement  of  the  joints^  the  acid 
sweats,  and  the  absence  of  rigidity,  of  eruption,  and  of  facial 
palsies,  will  distinguish  it  from  cerebrospinal  meningitis. 

Tuben:uloua  Meningitis. — In  this  disease  the  onset  is  less 
abrupt;  there  is  less  tendency  to  opisthotonos;  herpes  is 
rare ;  petechi;E  are  always  ab.sent.  Lumbar  puncture  affords 
a  reliable  means  of  diagnosis  and  a  primary  focus  of  tuber- 
culosis can  generally  be  detected  elsewhere  in  the  body. 

Prognosis. — The  mortality  varies  in  different  epidemics 
from  2Q  to  80  per  cent.  The  prognosis  should  always  be 
guarded ;  the  mildest  cases  may  prove  fatal.  Severe  cere- 
bral symptoms  usually  indicate  a  fatal  termination. 

Complications  and  Sequelae. — These  include  defective 
vision  from  inflammation  of  the  conica  or  retina  or  from 
atrophy  of  the  optic  nerve;  defective  hearing  from  inflam- 
mation of  the  autlitory  nerve  or  from  suppurative  inflamma- 
tion of  the  internal  or  middle  ear;  pneumonia;  arthritis; 
aphasia  ;  peripheral  palsies  ;  imbecility ;  chronic  hydroceph- 
alus ;  and  pcri^istent  heatlache  from  chronic  meningitis. 

Treatment. — Cerebrospinal  fever  is  probably  not  con- 
tagious,  hence   rigid    isolation   is   not   usually   regarded  as 
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absolutely  nccessar)\  It  is  advisable,  however,  to  disinfect 
the  discharges,  bcd-Iinen.  etc.  The  sick-room  should  be 
quiet,  darkeneil,  and  well  ventilated.  The  diet  shoidd  l>e 
liquid  and  suppurling,  In  .some  cases,  in  order  to  secure 
the  ingestion  of  enough  nourishment^  it  may  be  necessary 
to  resort  to  nutrient  enemas  or  forced  feeding  by  means 
of  a  stomach-tube.  Cardiac  failure  must  be  combated  by 
stimulants,  of  wliich  the  best  are  whisky  and  brandy. 

In  sthenic  cases  the  withdrawal  of  several  ounces  of  blood 
by  wet-cups  applied  along  the  cervical  vertebra;  may  prove 
useful.  Cold  applied  to  the  head  and  along  the  spine 
affords  considerable  relief.  Blisters  to  the  nape  of  the  neck 
are  of  doubtful  value,  at  least  during  the  irritative  stage. 
Morpliin  hypridermically  is  the  best  drug  for  the  relief  of 
pain,  restlessness,  spasms,  and  insornniit  In  mild  cases 
bromids  may  suffice. 

Fever  is  controlled  best  by  cold  sponging  or  the  cold 
pack,  or,  if  the  temperature  is  very  high,  by  systematic  cold 
bathing.  Repeated  lumbar  punctures  have  been  found  use- 
ful in  relieving  excruciating  headache,  delirium,  somnolence, 
and  coma. 

Tonics — iron,  strj'chnin,  and  cod-liver  oil — are  generally 
indicated  during  convalescence.  Local  palsies  will  require 
massage  and  electricity. 

^^^  MALARIAL   FEVER.  ■ 

^^^^^r  (Chills  and  Fever ;  Fever  and  Ague ;  Faludism.)  ^ 

^^f  Definition.^ An  infectious  disease,  excited  by  a  proto- 

^^  zoan  parasite — the  hematozoon  or  Plasmodium  malariie  of 

I  Lavcran.  and  characterized   by  splenic   enlargement,  fever 

I  with  perioilic  intermissions  or  remissions,  chills,  and  anemia. 

I  Btiology. — Man  becomes  infected  with  the  organism  of 

I  malaria  usually,  if  not  invariably,  through  the  bite  of  certain 

I  mosquitos,  namely,  those  belonging  to  the  genus  Anopheles, 

L  wtiich  serve  as  hosts   for   the  parasite.     The  usual  source 

^H  from  which  tlie  mosquito  derives  the  parasite  is  man.     The 

^^K  conditions   predisposing  to  infection  are  those  which   are 
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favorable  to  mosquito  life,  namely,  high  temperature,  humid- 
ity»  and  collections  of  water  undisturbed  by  winds  or  cur- 
rents. 

Persons  living  in  high- lying  localities  are  less  liable  to 
infection  than  those  living  in  low  lands,  because  the  mos- 
quito does  not  rise  high  above  the  ground.  Malaria  is 
more  apt  to  be  contracted  at  night  than  during  the  day,  be- 
cause most  species  of  anopheles  are  nocturnal  in  their 
habits.  Males  being  more  exposed  to  infection  arc  more 
often  attacked  than  females. 

Pathology. — Three  forms  of  malarial  parasites  have  been 
distinguished:  (i)  Tertian;  (2)  quartan;  (5)  cstivo-autumnal. 

Ttrtian  Parasite. — Several  hours  after  a  chill  small  hyaline 
bodies  with  ameboid  movements  appear  in  some  of  the  red 
corpuscles.  Later  pigment-granules  in  considerable  quantit>' 
collect  around  the  periphery  of  the  parasite.  During  this 
time  the  organism  increases  in  size  and  the  corpuscle  grows 
paler  Kvcntually  the  parasite  may  fill  almost  entirely  the 
red  cell.  After  a  time  the  pigment  collects  in  the  center, 
the  amclK)id  movements  cease  entirely,  and  segmentation  of 
the  parasite  follows,  with  the  formation  of  a  roset-like  figure 
composed  of  from  I  5  to  26  parts  or  spores.  The  red  cell 
next  ruptures,  and  the  spores  esca|K'  in  the  plasma,  probably 
to  enter  other  red  cells  and  begin  a  new  cycle  of  existence. 
The  paroxysms  or  chills  occur  at  tlie  time  of  sporulation, 
and  are  doubtless  due  to  the  production  of  a  toxin.  The 
tertian  parasite  requires  forl\'-cight  hours  to  complete  its 
c>'cle  of  development ;  hence  when  a  single  group  of  these 
parasites  is  present,  paroxysms  occur  ever>'  other  da)'  {tcrtitw 
fnrr).  If.  however,  two  groups  coexist  and  spurulatc  on 
alternate  days,  a  parox)'sm  occurs  daily  {guotiiHart  /nwr). 

Quartan  Parasitt'. — This  is  less  widely  distributed  than 
the  tertian  parasite.  It  differs  from  the  latter  in  having 
coarser  but  less  abundant  pigment,  and  in  not  dccnlorixing 
the  red  cell.  Segmentation  occurs  in  about  seventy-two 
hours,  with  the  formation  of  from  6  to  14  spores.  One 
group  of  quartan  parasites  excites  a  chill  ever>'  fourth  day 
(quartan  fnwr).  When  two  groups  coexist,  a  chill  occurs 
on  each  of  two  successive  days,  separated  by  one  day  of 
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intermission   {dotthlv  qitartan  fc-z'cr).      When   three  grouj^ 
coexist,  a  cliill  occurs  every  day  [tjitotidiau  fivir), 

Esiivo-atUumnai  ParasiU. — 'the  latter  half  of  the  lifc-cj'cle 
of  this  parasite  is  carried  out  in  the  internal  organs.  The 
endocorpuscular  form  is  smaller  than  that  of  dther  the 
tertian  or  the  quartan,  and  contains  much  less  pigment.  As 
the  parasite  develops  tiie  corpuscle  acquires  a  peculiar 
shriveled  and  "  brassy  "  appearance.  The  alteration  of  tile 
liyaiine  bodies  into  figures  resembling  a  signet  ring  is  charac- 
teristic. Segmentation  does  not  occur  in  the  peripheral 
blood,  but  in  the  spleen  and  other  internal  parts.  After  the 
infection  has  lasted  a  week  or  more,  ovoid  bodies  appear  in 
the  red  cells.  These  gradually  become  transformed  into 
crescentic  forms  having  central  clumps  of  pigment,  the  cor- 
puscles meanwhile  being  reduced  to  tliin,  transparent  shells. 

Fig.  16. — Various  ruima  of  hematotoa. 


The  developmental  cycle  of  this  jxirasite  exhibits  a  marked 
irregularity. 

In  addition  to  the  forms  already  described,  flagellate  bodies 
are  occasionally  encountered.  The  development  of  flagell^ 
appears  to  have,  some  important  bearing  upon  the  repro- 
duction of  the  parasite. 

Pathologic  Effects.— The  destruction  of  tlie  red  cells 
by  the  parasites  is  followed  by  anemia,  melanemia,  and  pig- 
mentation of  the  organs.  The  spleen  becomes  greatly  en- 
larged from  congestion.  In  chronic  cases  (malarial  cachexia) 
it  becomes  hard  and  tough  from  hyperplasia  of  the  fibrous 
tissue.  Extreme  disintegration  of  the  blood  may  occasion 
thrombosis  of  small  vessels  and  also  hemoglobinuria. 

Clinical  Varieties  of  Malaria. — The  following  clinical  forms 
are  recognized:  (1)  Intermittent  malarial  fever;  (2)  estivo- 
autumnal  fever;  (3)  pernicious  malarial  fever;  (4)  chronic 
malarial  cachexia. 
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INTERMITTENT  MALARIAL  FEVER. 

Intermittent  malarial  fever  is  excited  by  tertian  or  quartan 
parasites.  It  is  characterized  by  jiaroxysms  of  fever  occur- 
ring at  definite  periods,  each  paroxysm  consisting  of  a  cold, 
a  hot,  and  a  sweating  stage. 

Cold  Stage. — This  stage  is  characterized  by  lassitude, 
aching  in  the  hnibs,  and  great  cliiUiness.  The  features  are 
pinched;  the  lips  are  blue;  and  tlie  surface  is  cold  and 
rough  (cutis  anserina).  The  rectal  temperature,  however,  is 
high  (105^-106°  F.).  Vomiting  may  occur.  The  chill  may 
last  from  a  few  minutes  to  an  hour  or  more. 

Hot  Stage. — The  surface  temperature  gradually  rises;  the 
skin  becomes  hot;  the  face  flushed;  the  eyes  injected ;  and 
the  pulse  full  and  rapid.  The  temperature  in  the  axilla  may 
reach  106°  or  107°  F.  The  patient  complains  of  severe 
pain  in  the  head,  back,  and  limbs,  and  of  intense  thirst.  The 
urine  is  scanty  and  dark  colored.  This  stage  usually  lasts 
from  one  to  five  hours. 

Siveathtg  Stage. — The  fever  gradually  subsides  ;  the  paii 
grow  less,  free  perspiration  follows,  and  the  urine  becomes 
plentiful.  Within  an  hour  or  two  the  attack  is  over  and  the 
patient  falls  into  a  refreshing  sleep. 

In  addition  to  the  recurring  paroxysms,  intermittent 
malarial  fcver  presents  symptoms  common  to  all  forms  of 
malarial  infection,  namely,  enlargement  of  the  spleen,  anemia, 
pigmentation  of  the  leukocytes,  and  the  presence  of  hema- 
tozoa  in  the  blood.     There  is  no  leukocytosis. 


ESTTVO-AUTUMNAL  FEVER. 
(Remittent  Fever;   Semitertian  Fever.) 

In  temperate  zones  this  type  occurs  chiefly  in  the  late 
summer  and  autumn.  In  tropical  countries,  where  it  often 
assumes  a  most  severe  form,  it  occurs  at  all  seasons. 

The  symptoms  of  eslivo-autumnal  fever  are  often  quite 
irregular  The  hot  stage  of  the  paroxysm  often  lasts 
twenty-four  or  thirty-six  hours,  or  even  longer,  and  the 
intermissions  are  very  short.  In  many  cases  there  are  no 
actual  intermissions,  but  simply  remissions  (remittent  fever). 
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The  chill  and  the  sweat  may  be  as  severe  as  in  intermittent 
fever,  but  usually  they  are  slight  and  of  short  duration. 
There  is  often  slight  jaundice  (bilious  remittent  fever).  In 
some  cases  there  is  mild  delirium,  making  the  condition  re- 
semble ver>'  closely  typhoid  fever.  Prostration  is  always 
marked.  The  spleen  is  enlarged.  The  cliaracteristic  para- 
site is  found  in  the  blood. 


PERMaOUS  MALARIAL  FEVER. 

This  type  is  excited  by  tlie  estivo-autumnal  parasite.  It 
prevails  in  tropical  and  subtropical  countries,  and  is  rare  in 
temperate  regions.  The  second  or  third  i)aroxysm  may 
assume  a  pernicious  type,  but  never  the  first.  The  symp- 
toms var)'  with  the  localization  of  tlie  parasite.  When  the 
latter  accumulate  in  the  capillaries  of  the  brain  and  men- 
inges, the  attack  may  be  manifest  by  delirium,  aphasia,  and 
rapidly  developing  coma  {comatosi-  fj'/f),  Wlien  the  locali- 
zation is  gastro-inte.stinal.  there  may  be  vomiting  and  purg- 
ing of  serous  material,  cramps,  suppression  of  urine,  cold- 
ness of  the  surface,  profuse  sweating,  and  fatal  collapse 
{algid  type).  In  otlier  cases,  in  consequence  of  a  sudden 
and  intense  hemolysis,  the  paroxysms  are  associated  with 
jaundice,  bilious  vomiting,  and  hemoglobinuria.  Bleeding 
into  the  subcutaneous  tissues  and  from  the  mucous  mem- 
branes may  also  occur  (lumorrhagic  typi). 

Chronic  Malarial  Cachexia. —  Malarial  cachexia  may 
be  a  ^e(]iiel  of  repeated  attacks  ij{  intermittent  or  estivo- 
autumnal  fever,  or  it  may  develop  insidiously  as  a  primary 
condition. 

There  is  intense  anemia  with  its  attending  phenomena. 
Pigment  granules  are  found  in  some  of  the  leukocytes  and 
in  the  plasma.  The  parasites  are  at  times  absent  from  the 
blood.  The  complexion  is  sallow  or  muddy.  The  tempera- 
ture is  usually  subnormal,  but  there  may  be  occasional 
slight  attacks  of  fever.  The  spleen  is  greatly  enlarged. 
Weakness  and  emaciation  are  marked.  Indigestion,  flatu- 
lency, and  constipation  are  common  symptoms.  Periodic 
headachf,  mural^ia.  anil  lumaturia  .Tre  sometimes  observed. 

Diagnosis  of  Malarial  Infection. — Kstivo-autumn^l 
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fever  very  closely  resembles  typhoid  fever.  TJie  latter  may 
be  recognized  by  the  marked  abdominal  symptoms,  typical 
rash,  Widal  reaction,  and  the  absence  from  die  blood  of 
hcmatozoa. 

Tallow  Ferer. — The  comparatively  slow  pulse,  early  albu- 
minuria, bloody  \omit,  sinj^le  remission  in  the  temperature, 
and  the  absence  ks{  splenic  enlargement  and  of  hematozoa 
from  the  blood  will  serve  to  distinguish  yellow  fever  from 
bilious  remittent  fever. 

Charcot's  Hepatic  Tever. — The  history  of  the  case,  the  pain 
and  tentlerness  over  the  region  t)f  the  gall-bladder,  the  leuko- 
cytosis, an».l  the  absence  of  hemutoitoa  from  the  blood  will 
lead  to  the  recognition  of  this  condition. 

Leukemia. — The  marked  leukocytosis  and  the  presence  in 
the  blood  of  myelocytes  in  large  numbers  will  serve  to  sepa- 
rate myelogenous  leukemia  from  chronic  malarial  cachexia. 

ProgftlOSiS. — In  tile  siffipit-  iftUnnitUnt  forms  of  malarial 
fever  the  prognosis  is  uniformly  favorable.  Recovery  usually 
follows  in  from  two  to  three  weeks.  Estivo-iwditHuai  fever 
is  more  resistant,  but  the  outlook  is  favorable.  Pernicious 
malarial  fever  is  an  exceedingly  grave  disease,  the  second  or 
third  paroxysm  not  infrequently  ending  fatally.  Many 
patients  with  chronk  malarial  eache. via  recover  mider  appro- 
priate treatment,  but  when  the  spleen  is  extremely  large 
and  the  anemia  is  very  pronounced,  the  prognosi ;  must  be 
guarded. 

Treatment. — Prophylactic  measures  include  the  exter- 
mination of  mosquitos,  the  prevention  of  infection  of  nios- 
quitos,  and  the  prevention  of  infection  by  mos(|uitos  (Man- 
son).  The  most  useful  methods  of  suppressing  mosquitos 
are  the  efficient  drainage  of  pools  and  swamps  and  the  cul- 
tivation of  iLimp  soils.  Ct»vering  the  surface  of  the  water 
with  petroleum  will  alst>  free  pools  from  larvas  for  from  two 
to  four  weeks.  To  prevent  the  infection  of  mosquitos,  ma- 
larial patients  should  be  carefully  screened.  The  chief 
means  of  preventing  infection  by  mosquitos  are  avoidance 
of  sleeping  in  the  «^»pen  air  and  of  exposure  to  the  evening 
and  early  morning  air,  adequate  protection  from  the  insects, 
and  the  use  of  quinin  in  daily  doses  of  from  2  to  5  grains. 
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Quinin  is  the  only  reliable  remedy  for  malarial  fever. 
Methylene-blue  (2  to  5  grains  with  half  its  weight  of  pow- 
dered nutmeg  thrice  daily)  and  Warburi^'s  tincture  possess 
sume  value,  but,  beini^  distinctly  less  efHcacious  than  quinin, 
Ihey  .-ihould  be  employed  only  when  the  latter  is  not  well 
borne. 

In  ordinary  inftnrntti'Uf  fci'cr  the  quinin  should  be  given 
in  daily  doses  of  from  15  to  20  j^rains,  so  divided  that  the 
last  dose  is  taken  about  tliree  hours  before  the  expected 
chilL 

The  remedy  should  be  continued  in  full  doses  until  the 
paroxysms  fail  to  appear,  and  then  gradually  withdrawn 
over  a  period  of  several  weeks.  Tiie  ailministration  of  a 
laxative  dose  of  calomel  as  a  preliminary  measure  increases 
the  efficacy  of  the  quinin,  probably  by  facilitating  its  absorp- 
tion. 

For  adults  quinin  is  best  prescribed  in  capsules,  cachets, 
or  freshly  made  pills.  For  children  it  may  be  given  sus- 
pended in  syrup  of  yerba  santa,  syrup  of  cliocolate,  or 
elixir  of  licorice.  During  convalescence  iron  and  arsenic 
may  be  advantageously  given  widi  the  quinin,  as  in  the  fol- 
lowing formula: 

K.     Feni  pyrophospfaatis  ...  .    .  yr.  xxx 

Acidi  arscnrMi  .    .    .  gr,  is 

QuininiJt  sutphatis gr.  id 

Pulveris  capsici  ...  .    .  j{r.  x,— M, 

Pone  in  ctnisuUs,  No.  x\. 

SiG. — One  ihrice  daily  after  meals. 

In  estivo-antumnal  fn>er  larger  doses  of  quinin  (30  to  40 
grains  a  day)  are  usually  required.  In  permcious  malarial 
fci'er  the  patient  should  be  cinchonized  as  quickly  as  possible 
by  injecting  at  once  into  the  tissues  of  the  thigh  or  buttock 
about  30-40  grains  of  a  soluble  salt  of  quinin  like  the  dihy- 
drochlorate. 

Symptomatic  Triatmcut. — During  the  cold  stage  of  the  par- 
oxysms the  patient  shouUl  be  well  covered  with  warm 
blankets  and  given  hot  drinks.  Opium  in  the  fonn  of  jrare- 
goric  is  sometimes  useful  in  mitigating  discomfort.  It  may 
be  combined  with  a  few  minims  of  aromatic  spirits  of  ammo- 
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nia.  chlorofomi.  or  Hofthiann's  anodyne.  In  the  hot  stage 
much  relief  is  affbrded  by  frequently  sf)onginK  the  body  with 
cool  water,  giving  cold  drinks,  and  administering,  if  the 
symptoms  are  vcr>-  sevcre,a  sn»all  dose  of  phcnacetin.  In  the 
algid  type  o{  i>crnicious  malarial  fever  it  \\M\y  bo  ncccssar>'  to 
give  alcohol  freely,  with  digitalis  and  strychnin,  to  tide  the 
patient  over  the  jjaroxysm. 

Malarial  ca^htxia  requires  tonic  and  hygienic  treatment 
Arsenic,  iron,  and  coti-Iivcr  oil  are  especially  valuable.  As 
in  other  manife>.tations  of  malaria,  qiiinin  is  indicated  so  long 
as  the  blood  shows  parasites.  According  to  \V<x>d.  it  is 
much  better  tn  produce  distinct  cinchonism  at  inter\'als  than 
to  give  the  drug  continuously  in  moderate  doses.  When 
there  is  constipation,  mild  bitter  laxatives  arc  bencfitiaL 
Change  of  locality  is  sometimes  necessary  to  effect  a  cure. 

SCARLET  FEVER. 
Scarlatina.) 

Definition. — An  acute,  contagious  disease,  characterized 
by  high  fc\er.  a  rapid  pulse,  a  punctif*>rni  scarlet  rash,  sore 
ihrtial,  and  a  marked  tendency  to  nephritis. 

Etiology. — The  specific  micro-organism  of  scarlet  fever 
has  not  been  isolated.  The  Streptococcus  pyogenes  is 
present  in  most  of  the  complicating  lesions.  Thecontagium 
is  usually  carried  tiirough  clothes  or  other  fomitcs,  or  in 
food,  particularly  milk.  The  poison  is  tenacious  and  of  ex- 
treme vitality  ;  infected  clothes,  unused  for  years,  have  led 
to  outbreaks.  The  disease  is  probably  contagious  at  all 
periods,  but  it  is  most  so  during  the  stigc  of  desquamation. 
The  young  are  especially  predisposed,  but  not  equally  90. 
One  attack  does  not  give  absolute  immunity,  but  second 
attacks  are  vcr\-  uncommon. 

Pathology. — The  throat  is  inflamed  and  sometimes  ulcer- 
ated ;  the  liver  and  spleen  arc  engorged ;  and  the  muscles 
rexeal  granular  degeneration.  The  kidneys  frequently  show 
the  lesions  of  hemorrhagic  nephritis,  the  glomeruli  being  cs- 
pceially  involved.     The  rash  is  ra»"cly  detected  after  death. 

Varieties. — (1)  Simple;  {2)  anginoid;  (3;  malignant 
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Period  of  Incubation. — I'rom  a  few  hours  to  a  week. 

S3miptom3. —  The  disease  j;cncrally  begins  suddenly,  oc- 
casionally with  a  chill,  but  more  conimanl>-  with  voniitinj^or 
convulsions. 

Throat  Symptoms. — These  consist  in  pain  and  difilculty  in 
swallowing;  ;  fullness  and  tenderness  beneath  the  jaw  ;  and  en- 
largement of  the  lymphatic  glands.  The  tongue  is  at  first 
heavily  coated  and  retl  at  the  tip  and  edges ;  in  a  few  days 
the  coating  almost  entirely  disappears,  and  the  papill.*c  be- 
come bright  red  and  swollen.  This  appearance  lias  given 
rise  to  the  term  "  strawberry  tongue,"  The  pillars,  tonsils, 
uvula,  and  pharyngeal  vault  are  dcei)ly  injected  and  may 
reveal  a  punctiform  efflorescence  before  the  msh  develops  on 
the  skin,  In  severe  cases  the  tou'^ils  may  be  the  seat  of 
follicular  inflammation,  or  may  be  covered  with  false  mem- 
brane. 

Eruption, — A  scarlet-red  punctiform  rash  appears  at  the 
end  of  the  first  <ir  at  the  beginning  of  the  second  day,  on  the 
neck  and  chest,  and  rapidly  spreads  over  the  entire  bod)'.  It 
disiippcars  on  pressure,  a  while  line  remaining  for  a  second 
or  two  when  the  finger-nail  is  drawn  through  it.  It  may  be 
uniform  or  it  may  occur  in  discrete  patches  surrounded  by 
hcalthV'  skin.  The  rash  lasts  for  from  five  to  seven  days, 
and  is  followed  by  flaky  desquamation.  The  period  of  des- 
quamation may  last  for  from  two  to  six  weeks. 

In  some  cases  the  rash  is  pale  and  scarcely  visible,  in 
others  it  is  slightly  papular  or  vesicular  (scarlatina  miliaris) ; 
in  malignant  cases  it  may  be  petechial. 

Ftbrilc  Symptoms. — The  fever  rises  abruptly,  reaching  its 
maximum  (104^-105°  F.)  in  from  twenty-four  to  forty-eight 
hours,  remains  nearly  uniform  for  three  or  fi>ur  days,  and 
then  falls  by  lysis.  The  duration  of  the  febrile  period  is 
from  seven  to  nine  days.  The  pulse  is  vcr>'  rapid — out  of 
proportion  to  the  fever;  the  respirations  arc  hurried;  the 
appetite  is  lost;  the  bowels  are  constipated;  and  the  urine 
is  scanty,  high-colored,  and  often  albuminous.  There  is  a 
well -marked  leukocytosis. 

Ncn'oits  Symptoms. — Restlessness,  headaclie.  insomnia, 
delirium,  and  convulsions  may  occur  in  the  course  of  the 


SCARLET  FEVER, 


303 


■ 


disease.  Convulsinns  developing  late  in  the  disease  should 
suggest  uremia. 

Anginoid  Scarlet  Fever. — This  form  is  characterized  by 
severe  throat  symptoms.  The  tonsils  are  much  swollen  and 
arc  often  covered  with  false  membrane.  The  fever  is  high 
and  the  prostration  is  profound.  Ulceration  of  the  throat 
frequently  occurs.  Death  may  result  from  exhaustion^  aspi- 
ration-pneumonia, or  hemorrhage. 

Malignant  Scarlet  Fever. — The  onset  is  abrupt,  with  a  chill, 
vomiting,  or  convulsion;  the  fever  is  very  high(  106^-107°  F.) ; 
the  puLse  is  rapid  and  feeble  ;  delirium  sets  in,  and  is  followed 
by  coma.  Death  may  re.suU  before  the  appearance  of  the 
rash,  ill  from  tvventy-four  to  forty-eight  hours. 

Complications. — The  most  common  is  uiphritis.  This 
usually  develops  during  convalescence.  As  mild  attacks  arc 
unassociated  with  constitutional  symptoms,  the  urine  should 
be  examined  daily.  Severe  attacks  are  manifested  by  sup- 
pression of  urine,  general  edema,  and  uremic  phenomena. 
Nephritis  may  be  the  immediate  cause  of  death  in  scarlet 
fever,  or  it  may  become  chronic.  Many  cases,  however,  end 
in  complete  recovery. 

Among  other  complications  may  be  mentioned  hyperpy- 
rexia, endocarditis,  pericarditis,  catarrhal  pneumonia,  sup- 
puration of  the  lymphatic  glands,  ophthalmia,  inflammation 
of  the  midille  ear.  and  a  peculiar  inflanimation  of  the  joints 
resembling  rheumatism. 

Diagnosis. — Acute  tonBiUitis  may  resemble  scarlet  fever, 
especially  when  the  former  is  associated  with  an  erythema- 
tous rash  :  but  in  tonsillitis  there  is  no  historj'  of  contagion, 
the  pulse  is  proportionate  to  the  fever ;  the  rash,  if  present, 
is  not  punctifonn  ;  the  tongue  has  not  the  strawberry  appear- 
ance; and  there  is  no  tendency  to  nephritis. 

Diphtheria. — The  onset  is  less  abrupt ;  there  is  more  pros- 
tration; false  membrane,  containing  the  KIcbs-Lofflcr  ba- 
cillus, is  always  present ;  a  cutaneous  rash  is  usually  absent; 
and  the  tongue  does  not  present  a  strawberry  appeanuice. 

Measles. — The  sore  throat  is  less  marked  ;  catarrhal  symp- 
toms are  present;  the  rash  appears  later,  is  papular,  and 
forms  crescentic -shaped  patches  ;  the  fever  shows  a  decided 
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remission  on  the  second  or  third  day ;  and  the  pulse  is  pro- 
portionate to  the  fever. 

Rotheln. — This  may  t>e  difficult  to  distinguish  from  scar- 
latina, but  the  fever  is  not  so  higli,  nor  the  pulse  so  rapid ; 
the  postcervical  glands  are  more  swollen;  there  is  no  ten- 
dency to  nep!iritis ;  and  the  rash  is  not  punctiform. 

Accidental  Rashes. — Certain  drugs  like  belladonna,  qninin, 
and  copaiba,  and  certain  foods,  like  crabs  and  oysters,  may 
produce  a  rash  like  that  of  scarlet  fever,  but  it  is  not  puncti- 
form, and  is  not  associated  witli  liigh  fever,  sore  throat,  and 
rapid  pulse. 

Prog^nosis. — Always  guarded.  The  mortality  varies  in 
different  epidemics  from  5  to  40  per  cent. 

Treatment. — The  patient  should  be  isolated  for  from 
six  to  eiglu  weeks.  AH  articles  used  in  the  sick-room 
should  be  thoroughly  disinfected  before  being  removed. 
To  prevent  disseminaUon  of  the  scales  some  bland  ointment 
(cold  cream  or  cocoa-butter)  should  be  applied  to  the 
patient's  body  at  least  once  a  day  until  desquamation  is  com- 
plete. The  patient  should  not  be  allowed  to  leave  his  bed 
for  at  least  a  week  after  the  fever  has  subsided. 

The  diet  should  consist  of  milk,  junket,  kumiss,  ice- 
cream, fruit-juices,  and  gruels.  Water  should  be  given 
freely  to  relieve  thirst  and  to  keep  the  secretions  active. 

Vomiting  \\\\\  call  for  antiemetics — cracked  ice,  carbonated 
water,  bismuth  subnitrate,  or  diluted  hy<lrocyanic  acid. 

FnuT, — Tepid  sponging  is  ver>'  grateful  throughout  the 
febrile  period.  Fever  above  103°  F.  should  be  combated 
with  cold  packs  or  baths  (80''  F.),  and  by  cold  applications 
to  the  head. 

When  the  temperature  is  not  very  high,  a  mild  febrifuge 
like  the  following  will  be  found  useful : 


B.     Spirituft  fetheris  nitrosi f^vj 

Uqiior  ammonii  acetatis  ...    q.  s.  a<1  V^\\y — M. 
Sic;. — Dc£scn spoonful  with  water  every  Ihrcc  bo«re  for  »  child  of 
five  ytare. 


K 

^H  Throat   Sj^/tptoms. — The    nose    and    throat    should   be 

^V       cleansed    with    mild    antiseptic    sprays,    such    as   a    weak 
^H       Dobell's  solution  or  a  solution  of  hydrogen  dioxid  ( I  :  4). 
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When  tonsillitis  is  severe,  llie  following  application  will  be 
found  efficacious : 

B-     I'olasfeii  chloratis gr.  ^a 

Tinclunc  fcrri  cblorirli 

Glycerini  . OAftss 

Aqmc *|.  s.  ail  (^ij. — M. 

Sin. — A|)ply  to  ihc  ittiutik  several  Umeit  a  day  with  a  cutton  swab. 

Ctjrdiac  iveakness  must  be  combated  with  such  drugs  as 
alcohol,  strychnin,  and  digitalis. 

Ccnbral  symptoms  are  best  controlled  by  the  application 
of  an  ice-cap  and  the  administration  of  bromids  or  small 
doses  of  chloral  i>r  phenacctin.  When  the  nervous  symp- 
toms are  due  to  high  temperature,  cold  bathing  is  most 
effective. 

In  acute  otitis  media  nothing  affords  so  much  relief  as 
gently  syringing  the  auditory  canal  with  hot  water.  TIic 
application  of  a  leech  behind  the  ear  is  also  useful.  When 
the  tympanic  membrane  bulges,  indicating  the  presence  of 
pent-up  pus,  the  latter  should  be  evacuated  by  puncture. 

Should  severe  w./A/vV/j  develop,  dry  cupping  over  the 
loins,  followed  by  warm  fomentations,  will  often  prove  of 
value.  A|>erients,  especially  salines,  are  indicated.  Warm 
baths,  hot  packs,  va|x>r-baths,  or  pilocarpin  d'g  to  j^^-  grain) 
.should  be  used  to  promote  diaphoresis.  When  the  urine  is 
scanty,  unirntating  diuretics,  like  potassium  acetate  or  bi- 
tartrate  and  digitalis,  are  of  service. 


MEASLES. 

(Bubeola;  Morbilli.) 

Definition. — An  acute  contagious  disease,  characterized 
by  catarrh  of  the  respiratory  tract,  moderate  fever,  and  a  red 
papular  eruption,  which  appears  on  the  fourth  day,  lasts 
four  or  five  days,  and  is  followed  by  bran-like  desquamation. 

Etiology. — Measles  is  highly  contagious,  and  tiie  poison 
may  be  transmitted  through  clothes  and  other  fomites.  The 
contagium  is  apparently  associated  with  the  nasal  and  bron- 
chial secretion,  but  it  has  not  been  isolated.  Measles  is  most 
commonly  observed  in  children,  but  unprotected  adults  are 
so 
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very  liable  to  be  attackctl.  It  is  essentially  an  epidemic  dis- 
ease, but  now  and  then  sporadic  cases  occur.  One  attack 
is  fairly  protective,  but  does  not  give  absolute  imniunily. 

Pathology. — The  lesions  consist  in  catarrh  of  the  entire 
respiratory  tract,  (jaytro-intestinal  catarrh  is  not  uncom- 
mon. In  fatal  cases  such  complications  as  catarrhal  pneu- 
monia and  puhnonaiy  collapse  are  frequently  observed. 

Period  of  Incubation. — Ten  days  to  two  weeks. 

Symptoms, — The  invasion  is  characterized  hy  catarrhal 
sytnploms — photophobia,  redness  of  the  eyes,  increased  lacri- 
mation,  sneezing,  discharge  from  the  nose,  hoarseness,  cough, 
and,  in  older  children,  expectoration. 

Tlu  fci^cr. — The  temperature  rises  rapidly  to  103°  or 
104**  F.,  but  on  the  second  day  there  is  often  a  decided  re- 
mission which  continues  until  the  fourth  day,  when  the 
eruption  appears ;  at  tliis  time  it  again  rapidly  runs  up  to 
or  beyond  its  original  Jicight,  where  it  remains  for  three  or 
four  days  and  then  falls  by  rapid  lysis  or  crisis. 

Tht'  Eruption. — This  appears  about  the  third  or  fourth 
day  on  the  face,  and  rapidly  spreads  over  the  entire  body. 
It  is  composed  of  small,  dark-red,  velvety  papules,  which 
form  groups  having  crcscentic  borders.  There  are  often 
much  burning  and  itching  of  the  skin.  In  three  or  four 
days  the  eruption  begins  to  fade,  and  a  branny  desquama- 
tion soon  follows. 

Minute  bluish-white  specks  surrounilct!  by  a  red  areola 
may  be  seen  on  the  mucous  membrane  of  the  cheeks  and 
lips  one  or  two  days  before  the  skin  eruption  appears  (Kop- 
lik's  sign). 

HaEgnant  or  Hemorrhagic  Measles. — This  form  occurs 
under  bad  hygienic  conditions,  and  is  characterized  by  a 
petechial  rash,  by  hemorrhages  from  the  mucous  mem- 
branes, and  by  profound  prostration. 

Complications  and  Sequelae. — Bronchopneumonia 
and  acute  gastro-intestinal  catarrh  are  the  most  common 
complications.  Among  the  less  frequent  complications  or 
scquelar  may  be  mentioned  membranous  or  ulcerative 
iaiyngitis,  otitis,  chronic  conjunctivitis,  pulmonary  tubercu- 
losisj  cane  rum  oris,  and  neuritis. 
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Diagrtiosis. — Rotheln. —  l*rndromes  are  often  absent; 
fever  and  catarrh  are  slirjht ;  sore  throat  is  marked.  The 
rash  appears  011  the  first  or  second  day  as  a  diffuse  red 
blush,  or  as  small,  pale-red  spots  that  do  not  form  cres- 
ccntic-sliapcd  patches ;  desquamation  is  scarcely  noticeable. 

Scarlet  Fever. — The  onset  is  more  sudden  and  is  marked 
by  voniilinj; ;  there  is  severe  sore  throat  instead  of  a  general 
catarrh ;  Koplik's  sijjn  is  absent,  but  the  tongue  is  charac- 
teristic ;  the  rash  appears  on  the  first  or  second  day  as  a 
diffuse  punctiform  erythema;  the  pulse  is  out  of  proportion 
to  the  fever,  and  there  is  much  gre«'iter  tendency  lo  nephritis. 

Prognosis. — Guardedly  favorable.  Complications  are 
liable  tn  itccur  and  render  the  prognosis  grave. 

Treatment. — The  child  should  be  quarantined  for  at 
least  four  weeks  from  the  onset  of  the  disease.  The  sick- 
room should  be  well  ventilated  and  moderately  darkened. 
At  least  two  weeks  should  be  spent  in  bed. 

Milk,  junket,  fruit-juices,  broths,  eggs,  and  gruels  arc 
suitable  forms  of  nourishment.  Water  should  be  proffered 
at  frequent  intervals. 

Daily  inunctions  of  the  body  with  cold  cream  or  cocoa- 
butter  \Hill  serve  to  allay  burning  and  itching  of  the  skin. 
When  conjunctivitis  is  marked,  the  eyes  should  be  protected 
with  dark  glasses  and  frequently  cleansed  with  a  solution 
of  boric  acid  (15  grains  to  the  ounce).  Hot  baths  and  hot 
drinks  arc  indicated  when  the  rash  is  delayed. 

High  temperature  is  best  controlled  by  cold  sponging  or 
cold  packs.  Diarrhea  will  call  for  bismuth  subnilrate  and 
antiseptics  like  salol  or  bismuth-beta-naphthol.  When  there 
is  severe  bronchial  catarrh,  expectorants  with  sedatives,  like 
paregoric,  are  indicated.  The  following  mixture  will  be 
found  useful : 

B. 


PirfAi^ii  citnitis %\) 

Tinclunc  opii  camphoral.v  .  *.^'j"'* 

Glycerini (^j 

A()ua: (|.  .<«   a<1  \y\\- — M. 

Sic — A  (cuponnrul  every  Iwo  hour.  f«»f  n  child  nf  (hree  yean. 


^B         During  convalescence  Ionics — iron,  strychnin,  and  cod- 
P  liver  oil — are  indicated. 
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RUBELLA. 

(Botheln;  German  Measles;  Epidemic  Roseola.) 

Definition.— An  acute  contai^iouh  disease  re.-senibling 
both  scarlet  fever  arid  measles,  but  dilTerin*j  from  these  in 
its  shurt  course,  sli|^ht  fever,  and  freedom  from  sequcLe. 

]Btiology. — The  tlisease  is  highly  contagious,  and  the 
poison  may  be  cirried  on  clothes  or  other  fomitcs.  It  gen- 
erally occurs  in  epidemics,  but  sporadic  cases  are  not  uncom- 
mon. It  is  most  frequently  obser\'ed  in  children,  but  un- 
protected adults  are  not  exempt.  One  attack  usually 
protects  from  another,  but  not  from  measles  or  scarlet  fever. 

Period  of  Incubation, — One  to  three  weeks. 

Symptoms. — Prodromes  are  sliglit  or  altogether  absent. 
The  disease  begins  with  drowsiness,  slight  fever,  and  sore 
throat.  The  cru[)tion  appears  on  the  first  or  second  day, 
and  varies  considerably  in  its  character.  In  some  cases  the 
rash  is  composed  of  pale-red.  scarcely  elevated  papules. 
which  are  more  or  less  discrete  (rw^^tVA?  morbUlifonnc)\  in 
others  the  rash  is  bright  red  and  diffuse,  like  that  of  scarlet 
fever  {rubella  sciirlatini forme).  It  begins  on  the  face  and 
rapidly  spreads  over  the  entire  body,  but  it  fades  so  rapidly 
that  the  face  maybe  clear  before  the  extremities  are  affected. 
Slight  desquamation  frequently  follows,  though  it  is  often 
absent.  Apart  from  the  sore  throat,  the  catarrhal  symptoms 
are  slight.  A  very  constant  and  somewhat  characteristic 
feature  is  marked  swelling  of  the  postcervical  glands. 

The  duration  is  from  three  to  five  days. 

Prognosis. — Gfod.     Complications  are  very  rare. 

Treatment  is  that  of  measles. 


SMALLPOX. 
iVarioU.) 

Definition, — An  acute  contagious  disease  characterized 
b}' vomiting ;  lumbar  pains;  an  eruption  which  is  at  first 
papular,  then  vesicular,  and  finally  pustular;  and  b>'  fever 
which  is  marked  by  a  distinct  remission,  beginning  with  the 
advent  of  the  eruption  and  lasting  until  the  latter  becomes 
pustular. 


Bpri 
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SMALLPOX. 


Etiology- — The  poison  of  smallpox  is  extremely  tena- 
cious :  it  may  retiiain  latent  in  clothes  or  other  fomites  for  a 
long  time,  and  then  be  capable  of  exciting  the  disease.  The 
virulent  principle  is  doubtless  contained  in  the  pustules  and 
in  all  the  excretions  of  the  body,  but  it  has  not  been  iso- 
lated. Several  observers  claim  to  have  found  a  specific 
rganism  of  the   protozoan   group.     Unless    protected    by 

ccination  or  a  previous  attack,  nearly  every  one  is  sus- 
ceptible, from  the  aged  to  the  child  />/  NUro.  The  colored 
race  seem  especially  predisposed. 

[  Pathology. — The  eruption  consists  in  an  infiltration  of 
cells  into  the  n/t'  Nnuosttm  or  into  the  true  skin.  The  cells 
ultimately  undergo  liquefaction  necrosis,  when  suppuration 

on  follows.     Genuine  pocks  are  frequently  found  in  the 


I 


w^^ 

^&1< 


Kiu.  17.— Tcmpcrature-ciirve  in  amallpox. 


mouth,  esophagus,  and  larynx,  and  rarely  in  the  stomach, 
trachea,  and  bronchi.  The  spleen  is  engorged.  The  organs 
and  mn-;clt^s  reveal  fatty  and  parenchymatous  degeneration. 
Varieties. — Discrete;  confluent;  malignant;  varioloid. 
Period  of  Incubation. — Ten  days  to  two  weeks. 
Symptoms. — Discrete  Smallpox. — The  disease  usually 
egins  with  a  chill  or  series  of  chills,  followed  by  vomiting 
nd  intense  lumbar  pains.  The  fever  rises  rapidly,  reaching 
s  maximum  (104°- 105°  F.)  in  forty-eight  hours,  and  con- 
tinues high  until  the  third  or  fourth  day.  when  it  falh  sev- 
eral degrees ;  this  remission  lasts  until  the  seventh  or  eighth 
day — that  is,  until  the  time  of  pustulation — when  the  Icm- 
rature  again  rises.  The  secondary  or  suppurative  fever 
hows  marked  fluctuations ;  its  height  is  proportionate  to 
e  number  of  pustules ;  and  it  falls  by  lysis  about  the 
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eighteenth  day  of  the  disease.  The  pulse  is  full  and  rapid 
(120-140);  tile  breathing  is  hurried;  the  skin  is  (\xy  \  the 
bowels  are  usually  constipated,  though  diarrhea  is  not 
uncommon;  and  the  urine  is  scanty  and  frequently  albu- 
minous. 

The  Eruption. — About  the  third  or  fourth  f\\\y  small  red 
spots  are  noticed  on  tlie  forehead,  tace,  and  wrists ;  tliese  are 
rapidly  converted  into  smooth,  round  [japules  that  feci  like 
shot  under  the  skin.  The  eruption  rapidly  spreads  over  the 
entire  body.  About  the  third  day  the  papules  arc  con- 
verted into  clear  vesicles,  which  present  a  depression  or 
unibilication  at  tlieir  sunmiit.  They  are  also  loculated, — 
i,  f.,  divided  into  con>partmciits  by  fibrinous  partitions, — so 
that  when  pricked  with  a  needle  all  the  contained  fluid  does 
not  escape.  In  two  or  three  days  the  clear  fluid  becomes 
turbid  and  the  vesicles  arc  gradually  converted  into  pus- 
tules. The  latter  soon  lose  the  umbilicated  appearance, 
lielween  the  lesions  the  skin  is  edematous,  so  that  the  body 
is  swollen  and  the  features  are  unrecognizable.  In  three  days 
more  the  pustules  dry  up,  or  break  and  form  soft  yellow 
crusts  tliat  exhale  a  peculiar,  offensive  odor ;  they  adhere  to 
tl)e  skin  for  a  week  or  more.  When  the  scabs  fall  off,  scars 
or  pock-marks  generally  remain,  constituting  a  permanent 
deformity. 

At  the  beginning  of  the  disease,  before  the  true  variolous 
eruption  apj>ears,  either  a  red  blusli  or  a  macular  rash  is 
often  obsened  on  the  inner  side  of  the  arms  and  thighs. 

Confluent  Sm&Upox. — The  papules  are  abundant  and  soon 
coalesce.  The  extremities  are  swollen  and  painful.  The 
secondar>'  fever  is  very  high  and  irregular.  True  pocks 
nearly  always  develop  in  the  air-passages  and  give  rise  to  a 
copious  fetid  discharge  from  the  nose  and  throat,  to  hoarse- 
ness, and  to  cough.  Delirium,  stupor,  and  subsultus  are 
frequent  symptoms.  If  the  patient  recovers,  it  is  after  a 
tedious  convalescence,  with  great  facial  disfigurement,  and 
oflen  with  defective  vision  or  hearing. 

Malignant  Smallpox. — In  some  cases  the  disease  is  ushered 
in  with  high  fever,  lumbar  pains,  and  great  prostration. 
Soon  ccchymoscs  appear  on  tJie  skin  ;   bleeding  from  the 
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^H  mucous  membranes  follows;  and  death  results  before  a  true 
^H  variolous  rash  appears.  In  other  ciises  the  disease  advances 
^V     like  ordinar)'  smallpox   up  to  the  pustular  stage ;  then  the 

pustules   become  ctTused   with    blood,  and   bleeding   from 

the  mucous  membnmes  follows.     This  form   is  also  very 

fatal. 
^K  Varioloid. — This  i»  nuxL'ficd  smallpu.x  occurring  in  one  who 

^H  has  been  partially  protected  by  previous  vaccination.  The 
^H  symptoms  are  mild,  the  eruption  resembles  that  of  common 
j^     smallpox,  but   is    usually  very  scant ;    secondary  fever  is 

absent 

I  Complications  and  Sequeise. — The  most  common  are 
bronchopneumonia ;  pleurisy ;  inflanmiations  of  the  eye 
(ulcerative  keratitis,  iritis,  conjunctivitis);  otitis;  ulcerative 
larv'n^'itis ;  arthritis;  and  furuncles. 
Diagfnosis. — Varicella. — In  this  disease  prodromes  are 
generally  absent  and  the  constitutional  symptoms  are  mild. 
The  eruption  api>ears  on  the  first  day;  it  conies  out  in  suc- 
cessive crops;  and,  unlike  that  of  smallpox,  prefers  the 
covered  surfaces.  It  may  be  maculo|>apular  at  first,  but  it 
becomes  vesicular  within  a  few  hours.  The  lesions  are 
^^  superficial;  vary  greatly  in  size;  are  usually  unilocular,  and 
^B  are  rarely  umbilicated.  Desiccation  begins  in  two  or  three 
^^  days,  the  vesicles  becoming  irregularly  puckered  at  the 
'  periphery  and  presenting  a  depressed  blackish  crust  in  the 

center — a  highly  characteristic  appearance.  In  doubtful 
IL  cases  in  children  the  presL*nce  of  a  typical  vaccinal  cicatrix 
^t  constitutes  strong  presumptive  evidence  against  variola. 
^^^H  Syphilis. — The  history  of  infection;  the  associated  evi- 
^^^flences  of  syphilis  (mucous  patches,  alopecia,  etc.):  the 
■^^^gradual  onset  of  the  Illness;  the  slight  fever;  the  symmetric 
I  distribution  of   the    eruption  ;    its  dark  cop|x;ry  color  ;    its 

polymorphous    character   (papules,    vesicles,   and    pustules 
associated  in  a  limited  area);  and  tlie  absence  of  itching  will 
indicate  syphilis. 
^K         Prognosis. — This  depends   upon  the  virulence   of  the 
^1     epidemic,   the    vaccinal    condition    of  the    jxitient,   and    the 
amount  of  eruption.     In  the  discrete  cases  the  prognosis  is 
^—^    generally  favorable;  in  the  confluent,  very  grave;  and  in 
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the  malignant,  almost  hopeless.  In  the  unvaccinaled  thr 
mortality  ranges  between  20  and  60  per  cent.  Among  those 
having  one  or  two  typical  vaccine  scars,  the  death-rate  is 
very  low — usually  less  than  3  per  cent. 

Treatment. — The  preventive  measvires  against  smallpox 
include  the  complete  isolation  of  the  patient  (preferably  in  a 
special  iiospital).  the  thorough  disinfection  of  all  objects  that 
hav^c  been  in  contact  with  him.  and,  above  all,  the  vaccina- 
tion of  all  who  have  been  or  who  are  likely  to  be  exposed 
to  the  contagion.  Absolute  rest  in  bed,  light  bed-clothing, 
a  well-vciitilated  room  of  a  temperature  of  65°  F.,  an  easily 
ftssiniilable  but  sustaining  diet,  and  the  free  use  of  cool 
drinks  are  requisites  of  treatment.  The  severe  lumbar 
pains  will  require  opium  and  the  application  of  hot-water 
bags.  Fever  is  best  combated  by  hydrotherapy — cold 
sponging,  cold  jxicks,  or  cold  baths.  Antipyretic  drugs 
should  be  used  with  caution. 

Gastric  irritability  may  be  controlled  by  diluted  hydrocyanic 
add  (2  minims),  subnitrate  of  bismuth  (10  grains),  or  cocain 
{\  grain).  When  ner\'ous  symptoms  are  not  relieved  by 
hydrotherapy,  opium  with  bromids  or  chloral  with  bromids 
should  be  tried.  Alcoholic  stimulants  are  frequently  de- 
manded, especially  in  confluent  cases. 

An  attempt  should  be  made  to  keep  the  nasopharynx 
clean  by  means  of  antiseptic  sprays  or  douches.  The  eyes 
should  also  be  kept  clean  by  frequent  applications  of  a  warm 
boric-acid  solution  (15  grains  to  the  ounce). 

PrtiH-ntioji  of  Pitting. — The  room  should  be  darkened 
and  the  exposed  parts  covered  with  cloths  wrung  out  of  a 
weak  solution  of  carb<»Iic  acid  (1  :  200)  or  of  corrosive  sub- 
limate (1:5000  or  1:10.000).  Unfortunately,  when  the 
lesions  are  deeply  seated,  there  are  no  efficient  means  of 
preventing  pitting. 

In  the  stage  of  desiccation,  warm  baths  followed  by  in- 
unctions with  cold  cream  or  olive  oil  are  useful  in  allaying 
itclung  and  in  hastening  the  removal  k3{  the  crusts. 
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VACCINIA. 

(Vaccination;  Oow-poz.) 

Definition. — A  general  disease  with  a  local  manifestation 
resembling  the  pock  of  variola,  and  acquired  by  inoculation 
with  the  virus  of  cow-pox. 

History  and  Object. — The  value  of  vaccination  as  a 
means  of  protection  agiiinst  smallpox  was  first  made  known 
to  the  world  in  a  paper  published  by  Kdward  Jenner  in  1798. 

Recent  vaccination  gives  almost  complete  immunity  against 
variola;  the  mortality  of  smalli>ox  acquired  after  vaccina- 
tion is  almost  inversely  proportionate  to  the  number  of  true 
vaccine  scars. 

Etiology. — Vaccinia  is  induced  by  inoculating  the  arm 
or  leg  with  fresh  virus  obtained  from  the  udder  of  a  calf 
suffering  from  cow-pox  (bovine  virus).  Formerly  virus 
taken  from  a  human  vaccine  vesicle  was  also  employed 
(humanized  virus),  but  on  account  o{  the  risk  of  transmit- 
ting syphilis  and  other  diseases,  this  source  has  been  prac- 
tically abandoned. 

It  has  been  shown  that  the  addition  of  glycerin  to  vacdne 
lymph  serves  to  j>rescr\'e  it  and  to  free  it  from  pathogenic 
bacteria. 

Time  of  Performance. — The  first  vaccination  should  be 
performed,  as  a  rule,  about  the  second  or  third  montli,  the 
second  at  the  seventh  year,  and  the  third  at  puberty.  Vac- 
cination should  always  be  repeated  when  smallpox  is  preva- 
lent. 

Performance  of  Vaccination. — The  part  selected 
should  be  thoroui,'hl\'  cleaned  with  soap  and  water,  then 
with  alcohol,  and  finally  with  pure  water.  A  number  of 
cross-scratches  should  next  be  made  over  an  area  about 
\  of  an  inch  In  diameter,  with  a  sterilized  needle  or  special 
scarificator,  deep  enough  to  allow  of  a  little  oozing  of  pink- 
ish scrum.  The  virus  should  then  be  applied  and  well  rubbed 
into  the  exposed  lymph-spaces  by  additional  scarification.  A 
shield  may  be  worn  for  a  few  hours  until  the  wound  has 
become  perfectly  dry  ;  after  that  it  should  be  discarded. 

Symptoms.— About  the  third   or  fourth  day  after  the 
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operation  a  papule  surrounded  by  a  red  areola  forms 
the  seat  of  inoculation.  In  two  or  three  days  the  papule 
becomes  transformed  into  a  clear  vesicle  with  a  central  de- 
pression. TJie  tissues  surrounding  the  vesicle  are  red,  infil- 
trated, and  tender,  and  the  seat  of  intense  itching.  The 
vesicle  reaches  its  full  size  by  the  eighth  or  ninth  day, 
when  it  ruptures  and  discharges  or  dries  to  a  crust.  The 
latter  remains  for  from  one  to  three  weeks,  when  it  falls  o 
leaving  a  red  cicatrix  that  later  becomes  white  and  pitted. 

During  the  course  of  the  eruption  there  may  be  sligh 
fever,  malaise,  restlessness,  and  enlargement  of  the  axillary 
glands. 

Complications. — Abscess  or  erysipelas  may  result  from 
secondary  infection.  Various  generalized  eruptions,  such 
as  urticaria  or  erythema  multiforme,  are  occasionally  excited 
by  vaccination.     Tetanus  has  occurred  in  a  few  instances. 


i^tiri- 


VARICELLA. 

(Ohicken-pox.) 

Definition. — An  acute  contagious  disease  of  short  dura 
tion,  characterized  by  slight  fever  and  a  discrete  vesicular 
eruption,  which  disappears  in  two  or  three  days  by 
desiccation. 

Etiology. — The  disease  occurs  .sporadically  and  epideml 
cally.     It  is  observed  chiefly  in  children,  but  adults  are  not 
exempt.     One  attack  usually  protects  from  others.     It  beat 
no  relation  to  smallpox. 

Period  of  Incubation. — Fourteen  to  sixteen  days. 

Symptoms. — In  most  cases  there  is  slight  fever, —  ioo°- 
I02°  F., — with  chilliness  and  mahiise.  Not  infrequently, 
however,  constitutional  symptoms  arc  wholly  wanting. 

Fjuption. — This  appears  within  the  first  twenty-four  hours. 
At  first  it  is  niaculopapular,  but  within  a  few  hours  it  be- 
comes vesicular.  The  vesicles  are  usually  sparse ;  are  most 
abundant  upon  the  trunk ;  come  out  in  crops ;  are  super- 
ficial and  ver>'  variable  in  size;  are  unilocular;  and  arc 
rarely  umbilicated.  In  two  or  three  days  desiccation  begins, 
the  vesicles  becoming  irregularly  puckered  at  the  pcriph< 
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prcscntin^j  a  depressed  blackish  crust  in  the  center. 
The  crusts  arc  thin  and  friable.  In  the  majority  of  cases 
there  is  no  marking,  but  occasionally  a  few  scars  or  pits 
remain. 

In  rare  instances  j^angrcne  occurs  around  the  vesicles  or 

I  in  other  parts  (x'tirUella  ^an^-tenosd). 
\    Dia^osis. — The  differential  diagnosis  between  varicella 
^nd  smallpox  has  already  been  considered  (see  p.  311)- 
i     Prognosis. —  This   is  always  favorable.      Complications 
Brc  very  rare. 
Treatment. — No  special   treatment   is    required.     The 
I,       child  should  be  separated  from  others  until  the  crusts  have 
!        disappeared.     Itching   may   be   allayed  by   applications   of 
carbolized  vasclin. 


I 


DIPHTHERIA, 

Definition. — An  acute  contagious  disease  excited  by  the 
lebs-Loffler  bacillus,  and  characterized  by  moderate  fever, 
glandular  enlargement,  great  prostration,  anemia,  and  the 
formation  of  a  false  membrane  upon  certain   mucous  mem- 
branes, especially  those  of  the  throat  and  adjacent  parts. 

Btiology. — Three-fourths  of  the  cases  occur  in  chil- 
"dren  before  the  tenth  year.  Damp,  cold  weather  and  bad 
hygienic  surroundings  favor  outbreaks  of  the  disease. 

Chronic  catarrhal  affections  of  the  nose  and  throat  dis- 
inctly  increase  the  susceptibility  to  infection.     The  immu- 
nity affordctl  by  one  attack  is  of  short  duration. 

The  exciting  cause  is  the  Klebs-Lnffler  bacillus, — the 
lacillus  diphtherize, — which  is  found  chiefly  in  the  affected 
'mucous  membranes,  and  only  exceptionally  in  the  blood 
L  and  in  distant  organs.  The  constitutional  symptoms  are 
^^^tised  tiylhe  absorption  of  toxins  produced  by  the  bacillus. 
^H  Pathology. — The  fa!.sc  membrane  is  usually  found  on 
^^phe  tonsils,  pillars,  and  pharynx,  but  it  may  extend  to  the 
^Hnouth,  lar>'nx,  or  nC>se.  The  bacillus  coming  in  contact 
^Hjivith  the  mucous  membrane  causes  a  coagulation-necrosis 
^^of  the  superficial  cells  and  an  inflammatory  exudation,  the 
whole  constituting  the  filse  membrane.  The  latter  usually 
has  a  grayish  or  yellowish  appearance,  is  firmly  attached  to 
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the  underlying  tissues,  and  when  forcibly  removed,  leaves  a 
raw  and  bleeding  surface.     Microscopically,  it  is  composedj 
of   fibrin,  epithelial    cells,    and    leukocytes    (more   or  lesj 
degenerated),  KIcbs-Lofifier  bacilli,  and  pyogenic  cocci. 

The    lymphatic   glands    near   the    seat    of   infection    ai 
swollen.     Focal  necrosis,  due  to  the  action  of  the  toxin,  is] 
found   in  the  liver  and  other  organs.     The  heart,  kidneys, 
and  liver  are  the  seat  of  fatty  and  parenchymatous  degenera- 
tion.    Interstitial  hemorrhages  are  frequently  observei!  am 
arc  the  result  of  hyaline  degeneration  of  the  capillary  wall; 
and  thrombotic  ol3struction.     Such   lesions  as  congestion,! 
edema,   broncliopneumonia,  and    atelectasis  are  frequently 
encountered  in  the  lungs. 

Types. — Diphtheria  may  be  divided  according  to  the  loca- 
tion of  the  exudate  into  :  {{)  Faucial  ;  (2)  laryngeal ;  and  (3) 
nasal.  According  to  the  severity  of  the  attack  it  may  be] 
divided  into:  (1)  Mild  ;  [2)  grave;  (3)  malignant. 

Period  of  Incubation. — Two  da>s  to  a  week. 

Symptoms. — Faucial  Diphtheria. — The  disease  commonly 
begins  with  chills,  modenile  fever,  malaise,  and  sore  throat 
The  fever,  as  a  rule,  is  not  vcr>'  high  (102^-104°  F.),  and 
its  course  is  quite  irregular.  The  pulse  is  rapid  and  feeble  ;j 
the  bowels  are  constipated;  the  urine  is  scanty  and  fre- 
quently albuminous  ;  and  the  prostration  and  p;ilior  are! 
often  out  of  all  proportion  to  the  severity  of  the  fcbrili 
symptoms. 

I.ocai  Phenomena. — ^The  child  complains  of  diflRcuH 
swallowing  ;  the  muscles  of  the  neck  fee!  stiff;  there 
tenderness  under  the  jaw  ;  the  lymphatic  glands  are  con- 
siderably swollen  ;  and  the  tonsils,  faucial  pillars,  uvula,  and 
posterior  phar>ngeal  wall  are  covered  with  a  grayish-while 
membrane  which,  when  stripped  off.  exposes  a  raw  bleeding 
surface.     The  membrane  may  spread  to  the  nose  or  larynx, 

The  course  of  the   disease  is   indefinite,  but  the  average 
duration  is  from  one  to  two  weeks. 

Laryngeal  Diphtheria, — This  is  usually  secondary  by  ex- 
tension from  the  fauces,  but  it  is  occasionally  primary.    It  W 
recognized  by  hoarseness  or  aphonia,  croupy  cough,  pro- 
gressive dyspnea,  and  stridulous  breathing.     The  alx  of  the 
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nose  play;  the  sternocleidomastoids  are  prominent;  the 
suprasternal  notch  is  dcciKncd  ;  and  the  base  of  the  chest  is 
retracted.  Shreds  of  false  membrane  are  sometimes  expec- 
torated in  the  violent  fits  of  coughintj.  Tiie  pulse  is  rapid 
and  feeble,  but  the  lennxrrature  is  rarely  high.  Death  often 
results  from  suffocation,  but  recovery  is  not  impossible  even 
in  the  most  unpromising  cases. 

Nasal  Diphtheria. — This  is  usually  secondary.     It  is  char- 

[actcrized  by  grave  constitutional  symptoms — high  fever, 
marked  glandular  involvement,  and  great  prostration  ;  by  an 
offensive  ilischarge  from  the  nose ;  by  epistaxis ;  and  by  ex- 

'Coriation  of  the  lips.     Tlie  false  membrane  may  be  detected 

|On  inspection. 

Complications   and   Sequelae. — The   most    common 

[complications  are  bronchopneumonia,  myocarditis,  gastro- 
interitis,  and  hemorrhage  from  the  ulcerated  surfaces.  Otitis, 
icphritis,  cerebral  hemorrhage,  ani  1  thrombosis  are  among  tlie 

less  frequent  complications.  The  most  importiint  sequel  is 
postdif^htht'ric  paralysis.  This  generally  occurs  during  con- 
valescence, and  is  observed  in  about  15  i)er  cent,  of  all  cases, 
here  is  no  relation  between  the  severity  of  the  attack  of 

[diphtlieria  and  the  Hability  to  paralysis ;    mild  cases,  which 

[are  thought  to  be  simple  pharyngitis,  being  sometimes  fol- 

[lowcd  by  troublesome  paralysis.  The  phar\'nx  is  the  most 
:ommon  seat,  and  the  palsy  is  recognized  by  difficult  swallow- 
ig  and  the  regurgitation  of  liquids  through  the  nose.  Next 
n  frequency  the  eyes  are  involved,  and  strabismus  or  ptosis 
levelops.  The  heart  may  be  affected,  and  if  sudden  death 
Iocs  not  result,  the  condition  may  be  manifested  by  tachy- 
rardia  or  bradycardia.  In  some  Instances  there  is  an  exten- 
Mvc  involvement  of  the  extremities.  The  paralysis  is  due  to 
toxic  neuritis. 
Diagnosis. — Scarlet  Fever. — This  can  be  distinguished  by 

the  characteristic   strawberry  tongue,  the  verj'   rapid  puLsc, 

the  diffuse  punctiform  rash,  and  the  absence  of  the  diphtheria 

bacillus. 

Follicular  Tonsillitis. — The   differential   diagnosis  between 
his    disease   and  diphtheria   has  already  been    considered 

[sec  p.  32). 
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Prognosis. — This  must  always  be  guarded.  The  disease 
is  vcr>'  fatal  during  the  first  two  years  of  life.  The  average 
mortality  at  the  present  time  ranges  between  15  and  20  jxrr 
cent.  The  nasal  and  ]ar>'ngcal  forms  are  always  grave. 
Death  may  be  due  to  exhaustion  from  the  toxemia,  involve- 
ment of  tlie  larynx,  bronchopneumonia,  cardiac  paralysis,  or 
nephritis, 

Treatment. — Prophylaxis. — As  diphtheria  is  prone  to  at- 
tack unhealthy  mucous  membmnes,  nasopharyngeal  catarrh 
in  children  should  receive  carcfu!  attention.  Large  tonsils 
and  adenoid  growths  should  be  removed.  Tho.se  who  have 
been  exposed  to  the  contagion  should  receive  immunizing 
doses  of  antitoxin  [  300  to  500  units).  Patients  with  diph- 
theria should  be  kept  isolated  until  their  throats  are  free 
from  virulent  bacilli.  The  bedroom,  bedding,  clothing,  and 
all  utensils  used  by  the  sick  should  be  thoroughly  disinfected. 

Treatment  of  the  Attack. — The  sick-room  should  be  well 
ventilated,  and  the  temperature  maintained  at  about  70°  F. 
It  is  desirable  to  have  the  atmosphere  moist,  and  this  may 
be  accompHshed  by  generating  steam  in  an  ordinary  kettle 
or  in  a  steam  atomizer,  or  by  slaking  large  quantities  of 
quicklime  in  the  room.  Young  children,  especially  when 
Iar)'ngeal  symptoms  are  present,  are  best  treated  in  a  steam- 
moistened  tent.  Absolute  rest  must  be  enforced.  The  diet 
should  be  of  the  most  nutritious  and  easily  digested  charac- 
ter. Cool  water  .should  be  given  freely.  Antitoxin  should 
be  administered  in  ever\*  case  at  the  earliest  possible  moment. 
In  pharyngeal  oises  the  initial  dose  should  be  from  looo  to 
3000  units.  If  no  decided  improvement  follows  within 
twelve  hours,  the  dose  should  be  repeated.  laryngeal  cases 
require  from  3000  to  4000  units.  The  injections  may  be 
made  into  the  loose  subcutaneous  tissue  <»f  the  pectoral 
region,  side  of  tlie  abdomen,  or  interscapular  space.  Strict 
antiseptic  precautions  should  be  taken  in  the  operation. 

Apart  from  antitoxin,  the  most  important  remedies  arc 
those  which  tend  to  maintain  the  bodily  strength.  Alcoholic 
stimulants  arc  usually  indicated,  especially  in  the  late  stage 
of  the  disease.  In  septic  cases  alcohol  is  particularly  well 
borne,  a  child  of  thrc*e  years  often  being  able  to  take  several 
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ounces  of  whisky  a  day  with  advantige.  Next  to  alcohol, 
stiy'chniii  (yV^y  grain  cvcr>'  three  or  four  hours)  is  the  best 
stimulant.  In  profound  adynamia,  digitalis,  caffein,  camphor, 
and  musk  are  also  useful. 

Local  treatment  is  often  useful.  When,  however,  the 
applications  cause  violent  stru^glin;;  and  exhaust  the  child, 
it  is  better  to  desist.  Irrigation  of  the  nose  and  pharynx 
may  be  practised  every  two  or  three  hours  by  means  of  a 
soft  catheter  attached  to  a  fountain  syringe.  The  solutions 
most  useful  forthc  purpose  are  waminormal  salt  solution  ora 
warm  saturated  solution  of  boric  acid.  A  solution  of  hydro- 
gen dioxid  (I  to  3  of  lime-water)  or  the  following  solution 
of  Loffler  may  be  applied  to  the  throat  by  means  of  a  swab : 

%.     Menthol ijiUi 

Toluol f^x 

Alcohdlis  afaeolad    ...        f^ij 

Uqoons  1cm  chlr>riili ''SJ-— M. 

Externally,  hot  or  cold  applications,  whichever  may  be 
the  more  agreeable,  are  useful  in  relieving  pain  and  soreness 
in  the  throat.  In  Iar\'ngeal  cases  tracheotomy  or  intubation, 
preferably  the  latter,  should  not  be  deferred  when  dyspnea 
becomes  urgent. 

Convalescence  must  be  managed  with  special  care  on 
account  of  the  tendency  to  sudden  heart-failure.  Anemia 
will  require  plenty  of  nourishing  food,  and  such  remedies  as 
iron,  arsenic,  and  cod-liver  oil.  Paralysis  usually  yields  to 
str\chnin,  combined  with  applications  of  massage  and  elec- 
tricity.   • 

ERYSIPELAS. 

Definition. — An  acute  infectious  disease  excited  by  the 
Streptococcus  pyogenes,  and  characterized  by  high  fever  and 
a  peculiar  inflammation  of  the  skin  and  subcutaneous  tissues. 

Stiology. — The  disease  is  somewhat  contagious,  and  the 
poison  can  be  carried  in  fomitcs.  Certain  families  .ind  cer- 
tain individuals  seem  particularly  predisposed.  Puerperal 
women  and  wounded  persons  are  very  susceptible.  Diseases 
which  lower  the  vitality,  especially  Hright's  disease,  predis- 
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pose.  One  attack  does  not  protect  against  a  recurrence, 
but  rather  favors  it.  Erysipelas  was  formerly  divided  into 
traumatic  and  idiopathic  varieties ;  but  the  two  are  identical, 
and  it  is  probable  that  in  lliosc  cases  in  which  there  is  no 
conspicuous  wound  there  is  a  slight  abrasion  through  which 
the  poison  gains  admittance. 

The  I'xa'fiftg  must'  is  the  Strcptococcns  pyogenes. 

Pathology- — -Erysipelas  most  frequently  manifests  itself 
on  the  face.  The  part  is  bright  red  in  color,  swollen,  indu- 
rated, and  sharply  circumscribed.  Tlie  various  strata  of  the 
skin  are  infiltrated  with  serum,  and  leukocytes  and  strepto- 
cocci are  found  in  the  lymph-spaces.  In  severe  cases  the 
inflammatory  products  are  converted  into  pus,  and  abscesses 
form. 

Period  of  Incabation. — Three  to  seven  days. 

Symptoms. — Prodromes  are  sometimes  present,  and  con- 
sist uf  ^lighl  fever,  chilliness,  malaise,  and  tingling  of  the 
part  to  be  affected.  In  many  cases  the  disease  is  ushered  in 
suddenly  with  a  chiil,  followed  by  pain  in  the  head  and  limbs 
and  a  hi^h,  irre^^ular  fever.  The  temperature  may  reach 
104°  or  105°  F.  in  twelve  or  twenty-four  hours.  The  pulse 
is-full  and  rapid  ;  the  tongue  is  heavily  coated  ;  the  appetite 
is  lost ;  the  bowels  are  constipated ;  and  the  urine  is  scant)*^ 
and  often  slightly  albuminous.  There  is  usually  a  marked 
leukocytosis. 

Lifca/  Phawtmna. — The  inflammation  usually  begins  in 
the  neighborhood  of  the  nose,  and  spreads  upward  and 
laterally  over  the  head  to  the  neck,  where  it  frequently 
stops.  The  affected  part  has  a  crimson  hue  ;  it  is  swollen 
and  tense,  and  frequently  ends  in  a  sharply  defined  ridge, 
beyond  which,  however,  projections  can  be  felt  advancing 
into  the  subcutaneous  tissue.  The  surface  of  the  inflamed 
patch  is  at  first  smooth  and  glazed,  but  later  it  is  covered 
with  minute  vesicles  or  blebs.  The  patient  complains  of 
burning  and  tingling;  the  surrounding  parts  are  extremely 
edematous,  so  that  the  features  may  be  scarcely  recogniza- 
ble. In  four  or  five  days  the  redness  begins  to  fade  and  the 
swelling  to  subside;  desquamation  follows;  the  general 
symptoms  improve ;  and  the  fever  falls  by  crisis.     The  ; 
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age  duration  is  from  a  week  to  ten  days.  Relapses  are  ex- 
tremely common. 

Erysipelas  Amhulans. — Sometimes  the  inflammation  dis- 
appears in  one  place  and  reappears  in  another,  and  so  con- 
tinues indefinitely.  In  such  cases  typhoid  symptoms,  such 
as  muttering  delirium,  a  brown,  fissured  tongue,  and  subsul- 
tus  leiuiinum,  lIcvcIojj. 

Complications. — These  are  not  very  common.  Septi- 
cemia, ulcerative  endocarditis,  nephritis,  acute  rheumatism, 
edema  of  the  larynx,  pneumonia,  and  meningitis  are  occa- 
sionally seen. 

Diagnosis. — Erythema. — The  absence  of  high  fever,  of 
marked  swclliiii:;.  and  of  an  abrupt  ridge  will  serve  to  dis- 
tinguish erythema  from  erysipelas. 

Acute  Eczema. — The  swelling  is  less  marked  ;  the  itching 
b  intense  ;  the  swelling  and  redness  are  not  circumscribed, 
but  shade  gradually  into  healthy  tissue;  and  there  is  no 
fever. 

Prognosis. — In  the  robust  the  prognosis  is  favorable. 
In  the  old,  in  alcoholic  subjects,  and  in  those  suffering  from 
chronic  nephritis  the  prognosis  must  be  guarded.  Ambu- 
latorA*^  cr\'si]jclas  may  kill  by  exhaustion. 

Treatment. — As  in  other  contagious  diseases,  isolation 
and  disinfection  arc  the  most  important  prophylactic  measures. 
Especially  necessary  is  it  to  guard  parturient  and  surgical 
patients  from  the  contagion. 

A  supporting  liquid  diet  should  be  given.  Alcoholic 
stimulants  are  sometimes  required  in  considerable  quantities, 
High  fever  is  best  controlled  by  cold  sponging  or  the  cold 
pack.  Restlessness,  delirium,  and  insomnia  will  ciill  for  ap- 
plications of  ice  to  the  head,  and  perhaps  the  administration 
of  morphin,  chloral,  or  bromids. 

Of  the  numerous  special  remedies  recommended  for  erj'sipe- 
las,  the  one  which  has  enjoyed  the  most  favor  is  the  tincture 
of  ferric  chlorid  (15  to  30  minims  ever>'  three  hours). 

Local  Treatmtttt. — Among  the  numerous  local  applica- 
tions recommended  may  be  mentioned ;  Lotions  of  lead- 
water  and  laudanum,  of  carbolic  acid  (l  :40),  of  picric  acid 
(l :  100),  and  of  sodium  salicylate  (l :  20).     In  the  hands  of 
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the  author  ointments  of  ichthyol  (20  per  cent.)  and  of 
soluble  silver  (iinguciitum  Crcdc)  have  proved  most  satisfac- 
tory'. 

Tlie  following  combination  often  acts  extremely  well 

H-    Ichlhyol ...        .  gr.  xxx 

Keftorcini Jss 

Ungucnti  bydrargyri jiv 

Adipis  lanx  hydrcsi ^v. — M. 

(Rc»swEi  L  Park.) 

Local  abscesses  should  be  incised  and  treated  antiseptically. 
Kxtension  to  the  nose  and  throat  will  call  for  antiseptic 
sprays  or  waslics. 

INFLUENZA. 

(La  Grippe ;  Catarrhal  Pever ;   Epidemic  Catarrh.) 

Definition. — An  acute  infectious  disease  characterized 
by  tevcr,  marked  prostration,  severe  muscular  pains,  and 
catarrhal  innaniniation  of  certain  mucous  membranes,  espe- 
cially those  of  the  respirator)^  tract. 

Btiolog^. — The  disease  occurs  in  epidemics  that  usually 
have  their  orif^n  in  Russia,  whence  they  spread  with  won- 
derful rapidity  over  both  continents.  The  exciting  cause 
is  the  extremely  small,  non-modle  bacillus  discovered  by 
Pfeiffer  in  1892.  It  is  readily  obtained  from  the  sputum. 
When  prevalent,  no  age  and  neither  sex  is  exempt.  One 
attack  does  not  confer  immunity  against  others. 

Pathology. — Influenza  does  not  often  kill  except  by  its 
complications.  The  latter  are  most  frequently  associated 
with  the  respiratory  tract,  and  consist  chiefly  of  catarrhal 
pneumonia,  croupous  pneumonia,  and  pleurisy. 

Symptoms. — The  disease  begins  abruptly  with  lassitude, 
malaise,  chilliness,  severe  pain  in  the  head  and  back,  fever 
ranging  between  102°  and  ro4°  F.,and  extreme  prostration, 
which  is  out  of  proportion  to  the  fever  and  any  existing 
local  inflammation.  The  catarrhal  symptoms  are  injection 
of  the  eyes,  sneezing,  hoarseness,  and  hard  paroxysmal 
cough.  In  simple  cases  the  temperature  falls  in  three  or  four 
days  by  crisis,  but  complications  not  infrequently  prolong 
tlie  case  for  several  weeks. 
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In  some  cases  the  catarrh  of  the  respiratory  tract  is  the 
chief  feature;  in  others  the  gastro-intestinal  tract  is  attacke<i, 
and  the  symptoms  resemble  cholera  morbus ;  in  a  third 
group  neuralgic  pains  in  the  head,  back,  ami  hmbs  are  the 
most  striking  phenomena. 

Complications  and  Sequelae.— The  most  important 
arc:  Catarrhal  pneumonia,  croupous  pneumonia,  pleurisy, 
neuritis,  cardiac  neuroses,  and  pericarditis.  Permanent  in- 
sanity is  an  occasional  sequel. 

Diagrnosis.^Acute  Broncliitis. — The  fever  is  not  so  high ; 
there  is  little  or  no  prostration  ;  and  tlie  pains  in  the  head 
and  back  are  not  nearly  so  marked  as  in  influenza. 

Typhoid  Fever. — The  gradual  onset,  typical  temperature- 
curve,  eiiistaxis,  cb'arrhea,  Widal  reaction,  and  rash  will  indi- 
cate typhoid  fever. 

Prognosis, — Uncomplicated  cases  nearly  always  recover. 
In  the  very  old  and  in  those  debilitated  by  chronic  disease 
influenza  not  infrequently  proves  fatal. 

Treatment. — Hygienic  measures  are  of  the  first  im- 
portance ;  these  include  immediate  and  absolute  rest  in  bed, 
a  carefully  selected  diet,  pure  air  without  draft,  and  attentive 
nursing.  Complications  and  relapses  can  generally  be  traced 
to  a  neglect  of  these  rules. 

In  mild  cases  a  hot  foot-bath,  some  mild  refrigerant,  such 
as  spirit  of  nitrous  ether  or  solution  of  ammonium  acetate, 
and  at  night  a  dose  of  Dover's  powder  (5  to  10  grains)  will 
usually  suffice.  If  there  be  constipation,  a  few  fractional 
doses  of  calomel  may  be  given  with  advantage. 

In  more  severe  cases  quinin  (2  to  5  grains  thrice  daily) 
may  be  given  throughout  the  attack.  Pains  are  controlled 
to  some  e.vlent  by  phenacelin  with  salicylates  or  benzoates. 

The  following  combination  is  often  useful : 


a 


PiKnncctin 

Salophen 

Sodit  benzoattt       .... 
Finnl  chartulx  No.  xij. 
Sic— One  every  ihrec  nr  four  liours. 


aa  .•^I— M. 


I  When  the  suftering  is  intense,  morphin  should  be  used 

I         hypodermically.     Violent  headache  is  treated  best  by  small 
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doses  of  phenacetin  and  the  application  of  an  ice-cap  to  the 
head. 

Heart-failure  should  be  combated  by  alcohol  and  strychnin.' 
Bronchial  catarrh  will  require  the  remedies  indicated  in  simple 
bronchitis.  Sleep  may  be  induced  by  opium,  sulphonal^  or 
chloralamid. 

MUMPS 
(Epidemic  Parotitis.) 

Definition. — An  acuic  contagious  disease,  characterize 
by  inflammation  of  the  parotid  and  other  salivary  glands. 

etiology. — The  disease  occurs  sporadically  and  epi- 
demically. It  is  most  frequently  observed  in  young  children, 
but  unprotected  adults  are  not  exempt.  Males  are  more 
su-sccptible  than  females.  The  disease  is  highly  contagious, 
and  the  virus  is  probably  contained  \\\  the  saliva,  but  it  has 
not  been  isolated.  One  attack  confers  immunity  against 
others. 

Pathology. — As  the  disease  is  so  seldom  fatal,  very 
little  opportunity  is  afforded  for  studying  its  intimate  jjath- 
ology.  The  parotid  glands  arc  the  scat  of  an  inflammatory 
infiltration,  but  suppuration  very  rarely  occurs.  In  males 
the  inflammatiot)  shows  a  marked  tendency  to  leave  the 
parotid*;  and  to  involve  the  testicles.  In  girls,  transference 
of  the  inflanmiation  to  the  ovaiy,  vulva,  or  mammary  gland 
is  occasionally  seen. 

Period  of  Incubation. — One  to  tlircc  weeks. 

Sj^mptoms. — The  disease  is  ushered  in  with  chilliness, 
malaise,  and  moderate  fever  (ioi°-i03*'  F.),  followed  by 
swelling  of  one  parotid  gland.  The  swelling  is  observed 
below  and  in  front  of  the  ear,  is  pyriform  in  shape,  and  has 
a  doughy  feel.  The  surrounding  tissues  are  edematous,  the 
subma.xillary  glands  arc  often  swollen,  and  the  features  may 
be  distorted  beyond  recognition.  The  movements  of  the 
jaw  are  restricted  and  painful.  The  saliva  is  usually  much 
diminished,  but  occasionally  it  is  increased.  In  most  ca-ses 
the  other  parotid  becomes  similarly  affected.  The  duration 
of  the  disease  is  from  five  to  seven  days. 

Complications. — Orchitis  is  the  most  important  com 
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plication.  It  is  usually  seen  in  adolescence;  in  childhood 
it  is  very  rare.  Atrophy  of  the  testicle  sometimes  follows. 
Deafness,  nephritis,  suppuration  of  the  gland,  and  pneumonia 
are  rarely  encountered. 

ProgTiosis.— Favorable. 

Treatment.— The  patient  should  be  kept  in  bed.  Iso- 
lation should  last  three  weeks  from  the  onset  of  the  disease. 
Mild  aperients  and  refrigerants  are  useful.  When  the  pain 
is  severe,  hot  fomentations  containing  laudanum  prove 
soothing.  In  mild  cases,  covering  the  gland  with  cotton 
batting  will  suffice. 

Orchitis  will  require  rest,  suspension  of  the  affected  gland, 
and  the  application  of  lead-water  and  laudanum  or,  better 
still,  of  an  ointment  of  guaiacol  (10  per  cent.).  After  the 
tenderness  has  subsided,  an  ointment  of  mercury*  and  bella- 
donna will  be  found  useful  in  reducing  the  swelling. 


YELLOW  FEVER. 

Definitioil. — An  acute  infectious,  endemic  or  epidemic 
disease,  characterized  by  fever  of  one  or  two  paroxysms, 
jaundice,  albuminuria,  and  a  marked  tendency  to  hcmor- 
rhat^e.  especially  from  tlie  stomach. 

Btiology. — The  bacteriology  of  yellow  fever  is  still 
obscure.  Sanarelli  has  described  a  fine,  motile,  ciliated  rod. 
— the  Bacillus  icteroides, — but  its  specificity  is  doubtful. 
Man  is  inoculated  through  the  bites  of  a  certain  species  of 
mosquito. — Stegomyia  fasciata, — which  serves  as  the  inter- 
mediate host  for  the  parasite.  The  mosquito  retains  the 
power  of  infecting  for  at  least  fifty-seven  days.  The  disease 
<s  not  conveyed  by  fomites. 

Yellow  fever  occurs  endcmically  in  tropical  sea-ports, 
whence  it  occasionally  spreads  to  temperate  zones.  The 
predisposing  factors  are  those  which  are  favorable  to  the 
growth  of  mosquitos — high  temperature,  surface  drainage, 
and  swampy  soil.  The  colored  race  are  less  susceptible 
than  the  white.  Strangers  in  an  infected  district  are  more 
liable  to  be  attacked  than  residents.  One  attack  usually 
confers  immunity  from  others. 
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Pathology. — The  tissues  arc  stained  yellow.  The  liver 
presents  a  reddish-yellow  (autumn-leaf)  mottled  hue,  and  is 
the  seat  of  extensive  fatty  degeneration.  The  kidneys 
usually  show  the  lesions  of  acute  hemorrha«jic  nephritis. 
The  gastro-inteslinal  mucous  membrane  is  swollen,  con- 
gested, and  frequently  infiltrated  with  blood.  The  heart- 
muscle  is  pale  and  fatty. 

Period  of  Incubation. — ^Two  to  three  weeks. 

Symptoms. — First  Stage. — The  disease  begins  witli  a 
cliill,  followed  by  pain  in  the  head.  back,  and  limbs.  The 
temperature  rises  rapidly  until  it  reaches  its  maximum 
{i03°-io5°F.). 

The  pulse  is  at  first  accelerated,  but  as  the  temperature 
rises  it  shows  a  marked  tendency  to  fall,  sometimes  dropping 
in  grave  cases  to  80  or  even  to  70  a  minute  by  the  third  day. 
The  face  is  flushed;  the  conjunctiva:  are  injected ;  the  pupils 
are  small ;  the  tongue  is  coated;  the  epigastrium  is  tender; 
the  stomach  is  irritable  and  unretentivc  ;  the  bowels  are  con- 
stipated ;  nnd  the  urine  is  scanty  and  often  albuminous  by 
the  end  uf  the  fif'^t  day. 

JaiHuiice  is  rarely  marked  before  the  second  or  third  day, 
although  a  slight  icteroid  tinge  of  the  conjunctiv;e  is  often 
noticeable  within  the  first  twenty-four  hours.  The  first  stage 
usually  lasts  from  three  to  five  days,  and  is  followed  by  a 
rapid  fnll  in  the  temperature  and  an  improvement  in  all  the 
symptoms  (stage  of  calm  or  remission).  At  this  time  con- 
valescence may  begin  or  the  patient  may  pass  into  the 
second  stage. 

The  second  stage  is  characterized  by  deep  jaundice,  per- 
sistent vomiting,  vomiting  of  dark  blood  {black  vomit's,  marked 
albuminuria,  and  often  by  suppression  of  urine  and  hemor- 
rhages from  the  mucous  surfaces.  The  mind  usually  re- 
mains clear  until  ver>*  near  the  close,  but  in  some  cases 
delirium  and  stupor  develop.  This  stage  may  be  afebrile, 
but  not  infrequently  the  temperature  rises  again  after  the 
(jeriod  of  calm,  while  the  pulse  remains  extremely  low  (50  to 
40  a  minute).  Death  usually  results  from  collapse  or  uremia. 
The  (lunitinn  uf  the  disease  is  from  three  to  ten  days. 

Diag^nosis. — Dengue. — This  disease  docs  not  exhibit  a 
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slow  pulse  with  a  risinj;  temperature,  early  albuminuria, 
jaundice,  or  black  vomit. 

Acute  Yellow  Atrophy  of  the  Liver. — The  rapid  pulse,  the 
diminution  in  the  size  of  the  liver,  the  slight  fever,  tlie  marked 
cerebral  symptoms,  and  the  presence  of  leucin  and  tyrosin 
in  thL-  urine  will  indicate  acute  yellow  atroph)'. 

Eemittent  Fever. — This  may  be  distinguished  by  the  en- 
largement of  the  spleen,  the  multiple  remissions,  the  presence 
in  the  blood  of  the  hematozoa  of  Lavcran,  and  by  the  absence 
of  black  vomit. 

Prognosis. — Always  grave.  The  average  mortality  in 
different  epidemics  is  from  20  to  70  per  cent.  In  individual 
cases  high  fever,  a  very  slow  pulse,  marked  cerebral  symp- 
toms, black  vomit,  and  suppression  of  urine  are  unfavorable 
features. 

Treattnetit. — **The  spread  of  yellow  fever  can  be  most 
effectually  controlled  by  measures  directed  to  the  destruction 
of  niosquitos  and  the  protection  of  the  sick  from  the  bites  of 
these  insects."  * 

Absolute  rest  in  a  quiet,  wcll-ventilated  room  and  careful 
nursing  are  essential.  Only  the  blandest  food  should  be 
allowed.  Many  clinicians  of  wide  experience  advocate  the 
withholding  of  all  food  during  the  first  day  or  two.  For  the 
gastric  irritability  a  sinapism  may  be  applied  to  the  epigas- 
trium, and  cracked  ice,  champagne,  hydrocyanic  acid,  or 
cocain  may  be  given  intemally.  Fever  is  best  controlled  by 
the  external  application  of  cold.  Suppression  of  urine  will 
call  for  dr)'  cupping  over  the  loins,  alkaline  diuretics,  hot-air 
baths,  and  subcutaneous  or  rectal  injections  of  warm  saline 
solutions.  Remedies  have  little  effect  upon  the  black  vomit. 
Tincture  of  ferric  chlorid,  adrenalin  solution  (i  :  looo),  and 
oil  of  turpentine  have  been  recommended. 


ACUTE  GENERAL  TUBERCULOSIS. 

I  Acute  Miliary  TuberculoslB.) 

Definitiotl. — An  acute  infectious  disease  excited  by  the 

tubercle    bacillus,   and   characterized   anatomically   by   the 
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simultaneous  formation  of  miliary  tubercles  in  many  parts 
of  the  hndy. 

Ktiology. — The  disease  usually  develops  in  early  adult 
life.  Certain  infectious  diseases,  like  measles  and  whooping- 
cough,  seem  to  predispose.  General  tuberculosis  is  almost 
always  secondary  to  local  tuberculosis — pulmonary'  phthisis 
or  a  scrofulous  lymphatic  gland.  The  bacilli  are  probably 
disseminated  by  the  veins. 

Pathology. — Ail  the  organs  may  be  uniformly  infil- 
trated with  discrete  tubercles,  but  more  commonly  certain 
organs,  like  the  brain  and  lungs,  are  more  affected  than 
others. 

Symptoms. — The  onset  is  gradual  and  characterized  by 
anorexia,  malaise,  headache,  increasing  prostration,  and  fever. 
The  temperature  is  moderately  high  (I02'^-104°  F.),  very 
irregular^  and  marked  by  evening  exacerbations  and  morning 
remissions.  The  respirations  are  hurried  and  the  pulse  is 
rapid  (140  to  150)  and  feeble.  Cough  may  or  may  not  be 
present.  As  the  disease  advances  typhoid  symptoms  develop 
— brown,  fissured  tongue,  muttering  dehrium,  subsullus  tcn- 
dinum,  carphologia,  and  stupor.  Tubercle  bacilli  are  rarely 
found  in  the  sputum  or  in  the  blood. 

When  ihe  lungs  are  chiefly  affected,  there  are :  Dyspnea, 
rapid  breathing  (40  to  60  a  minute),  hard  cough,  mucopuru- 
lent and  bloody  expectoration,  and  cyanosis.  Signs  of  con- 
solidation can  rarely  be  elicited^  but  auscultation  usually 
reveals  sibilant  and  mnist  rales. 

When  the  meninges  are  chiefly  affected,  there  are :  Intense 
headache,  convulsive  seizures,  photophobia,  delirium,  facial 
palsies,  stupor,  coma,  and  Cheyne-Stokcs  breathing.  Tu- 
bercles may  occasionally  be  detected  on  the  retina. 

When  the  intestines  and  peritoneum  are  affected,  there  are: 
Pain,  tenderness,  abdominal  distention,  and  diarrhea. 

Prognosis. — The  disease  is  always  fatal.  The  duration 
is  from  three  to  eight  weeks. 

Diagnosis. — The  disease  closely  resembles  typhoid  fever, 
and  there  is  no  doubt  that  the  mortality  of  the  latter  is  en- 
hanced by  included  cases  of  unsuspected  general  tubcni- 
losis. 
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Acute  Gknerai.  TuBERctaosis. 


Epistuis  is  common. 
Temperature  runs  a  regular  couise. 


* 


Infretjucm. 

Tempurature     runs    a    very    irregular 
course. 
Diarrhe*  is  frequent.  Infrequent. 

A  rofeular  eruption  i.^^eoerolly  present.     Ktucly  present, 
kcspiralioii*  are  rapiJ.  Usually  mucli  more  rapid. 

Tulftc  is  rapid.  Usually  much  mure  rapid. 

Cyanosis  rarrly  marked.  Often  «Ji»imct. 

F.iciiil  paKies  are  absent.  Are  occaMonally  noticeable. 

Widiil  rt-actioii  \s  present.  Is  absent. 

Treatment. — This  is  purely  palliative.  The  diet  should 
consist  of  milk,  ej^gs,  and  broths.  Stimulants  arc  required. 
Fever  should  be  controlled  by  cold  sponging  or  small 
doses  of  phenacctin.  Severe  cough  and  insomnia  will  call 
for  morphia. 

WHOOPING-COUGH, 

^FertUBsis.) 

Definition. — An  infectious  disease,  characterized  by  ca- 
tarrh of  the  respirator)--  tract  and  peculiar  paroxysms  of 
coutrh  ending  in  prolonged  crowing  or  whooping  inspiration. 

Etiology. — The  disease  occurs  both  sporadically  and 
epidemically.  It  is  most  frequently  met  with  in  children, 
but  unprotected  adults  are  not  exempt.  The  disease  is 
unquestionably  contagious,  and  the  virus  seems  to  be  asso- 
ciated with   the  sputum.     One  attack  protects  from  others. 

Pathology. — No  characteristic  lesions  are  observed  after 
death.  The  poison  excites  an  inflammation  of  the  respira- 
tory mucous  membrane,  and  probably  irritates  the  [>eriph- 
cral  filaments  of  the  pneumogastric  nerve,  and  so  causes 
the  paroxysmal  cough.  In  fatal  cases  pulmonary  compli- 
cations are  usually  discovered,  such  as  catirrhal  pneumonia, 
pulmonary  collapse,  and  emphysema. 

Symptoms. — There  are  three  stages:  (i)  The  catarrhal 
stage;  (2)  the  paroxysmal  stage;  and  (3)  the  stage  of 
decline. 

Catarrhal  Stage, — The  disease  begins  with  the  symptoms 
of  cor^'za  and  bronchial  catarrh. — slight  fever,  sneezing, 
running  from  the  nose,  dry  cough,  and  rales. — but  it  does 
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not  respond  to  the  ordinary  remedies  for  catarrh,  and  after 
lasting  one  or  two  weeks  passes  into  the  paroxysmal  stage. 

Paroxysmal  Stage. — The  cough  becomes  more  violent 
and  paroxysmal.  During  the  paroxysm  the  face  is  cyanoscd, 
the  eyes  are  injected,  and  the  veins  distended.  The  cough 
frequently  induces  vomiting,  and,  in  severe  cases,  epistaxis 
or  other  hemorrhages.  The  close  of  the  paroxysm  is 
marked  by  a  long-drawn,  shrill,  whooping  inspiration  due 
to  die  spasmodic  closure  of  the  glottis. 

The  number  of  paroxysms,  or  "  kinks/*  varies  from  ten 
or  twelve  to  forty  or  fifty  in  the  twenty-four  hours.  From 
the  forcible  propulsion  of  the  tongue  against  the  lower 
incisors,  an  ulcer  is  frequently  formed  on  the  frenum.  The 
duration  of  this  stage  is  three  or  four  weeks. 

Stage  of  Decline, — The  paroxysms  grow  less  frequent  and 
less  violent  and  finally  cease.  Protracted  cases  are  followed 
by  anemia  and  prostration. 

Duration. — The  entire  duration  of  the  disease  is  from  a 
few  weeks  to  four  months. 

Complications  and  Seqnelse. — The  chief  are  broncho- 
pneumonia, collapse  t4'  the  lung,  acute  emphysema,  and 
hemorrhage  from  the  nose  or  into  the  coniunctiva.  Paral- 
ysis from  meningeal  hemorrhage  occasionally  occurs.  Severe 
cases  are  sometimes  followed  by  cancrum  oris,  chronic 
bronchitis,  or  tuberculosis. 

Treatment. — Prophylaxis  consists  in  isolation  of  the 
patient  and  the  thnrotigh  disinfection  of  all  articles  that 
have  been  used  by  him.  Quarantine  should  last  until  the 
cough  ceases. 

Fresh  air,  sunlight,  projection  from  changes  of  weather, 
and  a  tight  but  nutritious  diet  are  essential.  In  some  cases 
it  may  be  desirable  to  keep  the  patient  in  his  room,  or  even 
in  bed.  for  the  first  few  days,  but  ordinarily,  if  the  weather 
is  good,  he  need  not  be  confined  indoors.  In  advanced 
cases  sea-air  often  acts  most  favorably. 

Of  the  many  special  remedies  advocated,  those  most 
worthy  of  confidence  are  belladonna  (in  ascending  doses 
until  constitutional  effect  is  produced),  antipyrin  (i  grain 
every  two  hours  at  one  year  o{  age),  quinin  (lo  grains  a 
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day  at  three  years  of  age),  bromoform  ( 1  to  2  minims  at 
two  years  of  age),  and  sodium  bromid  (3  to  5  grains  every 
three  hours  at  two  years  of  age).  Chloral  (3  grains  at  two 
years  of  age)  may  be  given  in  severe  cases  at  bedtime  to 
secure  sleep.  Such  a  combination  as  tlie  following  is  often 
useful : 

B<    Sodii  bn^mUJi gr.  1 

Anlipyhni gr.  kv 

Glyccrini flss 

Atjme  mcnlliLv  |ji|Krriti£  .    .    .   q.  6.  aJ   f^iij. — M. 

StG. — A  tcas[xx>iilul  every  iwii  liuurs  for  a  child  udc  year  old. 

Antiseptic  and  sedative  sprays,  when  feasible,  sometimes 
afford  much  relief;  the  best  are  the  soluti<^>n  of  hydrogen 
dioxid  (i  to  6),  menthol  (5  per  cent,  in  liquid  paraffin),  and 
resorcin  (1  per  cent,  aqueous  solution). 

The  child  must  be  carefully  guarded  during  convales- 
cence, on  account  of  the  great  danger  of  catarrhal  pneu- 
monia. Tonics,  especially  quinin,  iron,  and  cod-liver  oil, 
arc  very  useful  at  this  period. 

CHOLERA* 

(Asiatic  Cholera ;  Epidemic  Cholera ;  Malignant  Cholera.) 
Definition. — An  acute  infectious  disease,  geuerall)*  epi- 
demic, excited  by  Koch's  comma-bacillus,  and  characterized 
by  vomiting  and  purging  of  serous  material,  painful  cramps, 
and  collapse. 

Btiology. — Cholera  is  constantly  present  in  certain  parts 
of  India,  and  under  favorable  conditions  is  carried  thence  to 
other  parts  of  the  world.  The  exciting  cause  is  the  comma- 
bacillus  of  Koch,  a  short,  slightly  curved,  motile  rod  with 
a  single  flagellum.  This  organism  is  found  abundantly  in 
the  intestinal  discharges  of  choleraic  patients.  Outside  the 
body  its  growth  is  favored  by  heat  and  decomposing  animal 
matter. 

The  disease  always  spreads  along  the  Hncs  of  traffic,  hence 
epidemics  nearly  always  begin  at  the  sea-coast  and  extend 
inland.  Cholera  is  slightly,  if  at  all,  contagious  ;  like  typhoid 
fever,  the  poison  is  not  carried  through  air,  but  chiefly  through 
drinking-water  and  food.     Flies  are  undoubtedly  important 
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factors  in  conveying  the  gemis  to  food.  Laundresses  and 
nurses,  from  their  contact  with  the  evacuations,  readily  acquire 
the  disease.  Epidemics  arc  more  frequent  in  summer  than 
in  winter.  No  age  is  exempt,  but  the  old  are  more  suscep- 
tible than  the  young.  The  intemperate,  the  debihtated,  and 
those  suffering  with  gastro-intcstinal  catarrh  are  especially 
predisposed. 

Pathology. — The  body  is  shriveled  ;  movements  of  the 
corpse  are  sometimes  observed  ;  rigor  mortis  is  marked  and 
prolonged.  The  tissues  are  dr>',  and  the  large  veins  and 
right  side  of  the  heart  contain  thick,  dark  blood.  The 
serous  cavities  are  empty  and  their  surfaces  sticky.  The  in- 
testines contain  more  or  less  rice-water  fluid,  from  which  cul- 
tures of  bacilli  can  be  made. 

The  mucous  membrane  has  a  pinkish  color  and  is  often 
the  seat  of  ecchymoses ;  the  solitary  and  Peyer's  glands  are 
swollen.  Frequently  extensive  desquamation  of  the  epithe- 
lial lining  is  observed.  The  liver  and  kidneys  are  the  seat 
of  acute  parenchymatous  degeneration. 

The  symptoms  of  cholera  are  doubtless  due  to  the  absorp- 
tion of  poisonous  substances  elaborated  by  the  bacilli  in  the 
intestines, 

Period  of  Incubation. — Three  to  five  days. 

Symptoms. — The  severity  of  the  symptoms  varies  con- 
siderably. In  well-marked  but  favorable  cases  there  are 
three  stages :  (i)  Invasion;  (2)  algid  or  collapse;  (3)  re- 
action. 

Sta^e  of  Invasion. — The  disease  usually  begins  with  ma- 
laise, headache,  diarrhea,  rumbling  noises  in  the  intestines, 
and  colic,  Frequently  these  symptoms  continue  a  few  days 
and  then  subside ;  such  cases  arc  termed  choUrine^  and  are 
as  infectious  as  the  fully  developed  disease. 

Stage  of  Coliapsc. — The  diarrhea  grows  more  marked ; 
the  evacuations  become  copious,  lose  their  feculent  character, 
assume  a  rice-water  appearance,  and  are  discharged  forcibly 
but  without  pain.  Vomiting  soon  develops,  and  the  ejected 
material  resembles  that  passed  by  the  bowels.  Thirst  is  un- 
quenchable. Severe  cramps  seize  the  muscles  of  the  calves 
of  the  leg.s,  thighs,  arms,  and  abdomen.     The  surface  is  cold 
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and  covered  with  a  clammy  sweat ;  the  breath  is  cool ;  the 
temperature  in  the  axilla  ranges  from  95°  to  85**  F.,  while 
in  the  rectum  it  may  rise  to  103°  F.  or  more.  The  voice  is 
husky  and  finally  redviced  to  a  whisper ;  the  respirations  are 
quickened;  the  pulse  becomes  more  and  more  feeble ;  the 
body  is  hvid  and  shriveled;  the  hands  resemble  those  of  a 
washerwoman  ;  the  features  arc  pinched  and  sometimes  dis- 
torted ;  the  eyes  are  frighlfully  sunken.  The  urine  is  more 
or  less  suppressed,  and  the  little  that  is  passed  generally 
contains  albumin  and  sugar.  Consciousness  is  usually 
retained  until  near  the  end,  when  coma  sets  in. 

The  duration  of  this  stage  is  from  a  few  hours  to  two 
days. 

Stage  of  Reaction. — Sometimes,  even  when  death  seems 
imminent,  the  surface  temperature  begins  to  rise ;  the  urine 
increases;  the  pulse  strengthens;  the  vomiting  ceases ;  the 
evacuations  from  the  bowels  become  less  frequent  and  begin 
to  assume  a  feculent  character,  and  convalescence  is  ulti- 
mately established. 

Occasionally,  instead  of  convalescence,  symptoms  of  a 
typhoid  t>*pe  develop,  such  as  modentte  fever,  a  brown, 
fissured  tongue,  subsultus,  mtittering  delirium,  and  coma. 
This  condition,  which  is  generally  fatal,  lias  been  regarded 
as  uremic. 

Cholera  Sicca. — In  very  violent  cases  collapse  and  death 
may  follow  without  there  having  been  any  evacuation.  After 
death  the  intestines  contain  rice-water  fluid,  which  was  not 
discharged  during  life  probably  on  account  of  paralysis  of 
the  muscular  coat  of  the  bowel. 

Complications  and  Seqnelse. — The  chief  complica- 
tions are:  nephritis,  pneumonia,  pleurisy,  parotitis,  ulcera- 
tion of  the  cornea,  diphtheric  inflammation  of  the  throat  and 
fauces,  absces.ses,  and  local  gangrene. 

Diagnosis. — The  differential  diagnosb  between  Asiatic 
cholera  and  cholera  morbus  has  already  been  considered  (see 

P-  77)- 

Prognosis. — This  depends  largely  upon  the  type.  The 
mortality  averages  about  50  ptr  cent.  In  the  old,  very 
young,  debilitated,  and  intemperate  the  disease  is  very  fatal. 


334 


ACUTE  iNFECTIOCS  DISEASES. 


In  individual  cases  early  collapse  and  a  low  surface  tempera- 
ture are  unfavorable  conditions. 

Treatment. — Personal  prophylactic  measures  against 
the  disease  include  removal  from  the  infected  districts, 
restriction  of  the  diet  to  bland,  easily  digested  food,  thor- 
ough sterilization  of  drinking-water  and  milk,  the  protec- 
tion of  all  food  from  contamination  by  flics  and  other  in- 
sects, the  avoidance  of  overwork,  exposure  to  wet  and  cold, 
and  undue  excitement,  and  the  prompt  treatment  of  any 
gastro-intcstinal  disturbance  that  may  arise.  Certain  acids, 
especially  sulphuric  acid,  have  long  been  advocated  as  pre- 
ventives of  cholera.  Finally,  vaccination  with  attenuated 
cholera  cultures,  as  practised  by  Haffkine  in  India,  has 
given  encouraging  results. 

Precautionary  measures  pertaining  to  the  sick  comprise 
isolation,  absolute  cleanliness,  and  the  thorough  disinfection 
of  excreta,  soiled  clothing,  etc. 

The  medicinal  treatment  of  cholera  resolves  itself  into  that 
of  the  prodromal  stage,  that  of  the  algid  stage,  and  that  of 
the  reaction  stage. 

Prodromal  Stage. — From  the  first  appearance  of  diarrhea 
the  patient  should  go  to  bed  and  remain  there.  Food  should 
be  withheld.  If  there  be  a  history  of  indigestible  food  hav- 
ing been  taken,  a  laxative  dose  of  calomel  should  be  given; 
otherwise,  aperients  should  be  avoided.  Hot  stupes  may 
be  applied  to  the  abdomen.  If  there  Is  much  colic,  mor- 
phin  may  be  given  hypodcrmically.  For  the  diarrhea,  bis- 
muth subnitrate  is  perhaps  the  best  a.stringent. 

Algid  Stage. — Intravenous  injections  of  warm  saline  solu- 
tions undoubtedly  afford  the  best  means  of  combating  the 
anhydremia  and  of  restoring  the  failing  circulation.  Rectal 
injections  of  hot  tannic  solutions  (2  per  cent.),  as  strongly 
recommended  by  Cantani.  may  also  be  used.  The  body- 
temperature  should  be  maintained  by  hot  applications  or 
hot  baths.  Diffusible  stimulants,  like  ether  and  camphor, 
may  be  given  hj^^odermically. 

To  allay  thirst,  ice  or  iced  Seltzer  water  may  be  given  at 
frequent  intervals.  The  painful  cramps  are  best  treated  by 
warm  applications,  hot  baths,  gentle  friction  with  anodyne 
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liniments,  and,  above  all»  by  intermittent  chloroform  inhala- 
tions. In  suppression  of  urine  the  most  proniisinj:^  measures 
arc  dry  cupping  over  the  loins  and  rectal  and  intravenous 
injections  of  saline  solutions. 

Reaction  Stage. — In  this  stage  liquid  foods  in  small  quan- 
tities are  permissible.  Milk  with  lime-water,  whey,  thin 
gruels,  albumin-water,  and  light  broths  are  the  most  appro- 
priate. The  return  to  ordinary  food  should  be  effected  most 
gradually. 

TETANUS. 
(Lockjaw.) 

Definition. — An  acute  infectious  disease  excited  by  a 
special  bacillus,  and  characterized  by  painful  tonic  spasms 
of  the  voluntary  muscles. 

Ktiology. — The  exciting  cause  is  the  Bacillus  tetani,  a 
motile,  spore-bearing,  anaerobic  rod,  multiplying  in  garden- 
earth,  street  dirt,  and  the  intestinal  discharges  of  herbivorous 
animals.  The  disease  is  contracted  through  infection  of 
wounds  with  matters  containing  the  bacillus  or  its  spores. 
Lacerated  and  punctured  wounds  about  the  soles  of  the 
feet  and  palms  of  the  hands  are  especially  liable  to  become 
infected.  Occasionally  no  history  of  injury  is  obtainable. 
The  colored  race  appears  to  be  particularly  vulnerable. 

Pathology. — There  are  no  characteristic  lesions.  Con- 
gestion of  ihe  spinal  cord  and  of  the  nerves  leading  to  the 
wound  is  sometimes  .seen.  The  bacillus  produces,  at  the 
point  of  inoculation,  an  intensely  virulent  poison,  which, 
being  absorbed,  vents  itself  in  a  special  manner  upon  the 
central  nervous  system. 

Period  of  Incubation.— From  a  few  days  to  three  or 
four  weeks. 

Ssonptoms. — The  disease  begins  with  a  feeling  of  rigidity 
in  the  muscles  of  the  neck  and  lower  jaw;  by  degrees  the 
muscles  of  the  back,  abdomen,  and  lower  extremities  are 
similarly  involved.  The  brow  is  wrinkled,  the  corners  of 
the  mouth  are  drawn  upward  (rw//jjrtr//W<w5).  the  jaws  arc 
lightly  cinscd  (frismu.i),  ;md  the  body  Ix^comes  arched,  the 
patient  resting  on  his  head  and  heels  {opisthotonos).     There 
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is  extreme  hyperesthesia^  so  that  the  slightest  touch  causes 
a  viulent  exacerbation  of  the  spasm,  which  is  atteiuled  by 
excruciating  pain.  If  the  respiratory  muscles  are  involved, 
there  is  intense  dyspnea.  The  temperature  is  variable.  It 
is  usually  elevated  during  the  paroxysms  and  just  before 
death  it  may  rise  to  107**  F.  or  more.  Tlie  mind  is  clear  to 
the  end.     The  duration  is  from  a  few  days  to  several  weeks. 

Prognosis* — In  acute  cases  the  prognosis  is  very  grave. 
death  usiuilly  resulting  within  a  week  from  heart-failure, 
asthenia,  or  asphyxia.  Cases  developing  after  a  long  period 
of  incubation  and  not  characterized  by  violent  seizures  not 
infrequently  end  in  recovery. 

Treatment, — The  wound  should  be  enlarged,  freed  from 
all  foreign  matter,  and  treated  with  some  active  antiseptic. 
The  most  hopeful  means  of  neutralizing  the  to.xin  already 
absorbed  is  the  prompt  injection  of  tetanus  antitoxin  in 
large  doses.  The  drugs  most  effective  in  subduing  the  con- 
vulsions arc  the  bromids  and  chloral.  These  should  be 
given  in  large  doses.  Morphin  and  eserin  are  useful  adju- 
vants. Inhalations  of  chloroform  or  of  amyl  nitrite  afford 
temporary  relief.  The  patient  should  be  kept  absolutely 
quiet  and  protected  from  cold.  The  administration  of  nutri- 
ment in  liberal  quantities  is  of  the  utmost  importance.  Alco- 
hol is  often  necessary. 

DENGUE, 
(Breakbone Fever;  Dandy  Ferer) 

Definition. — An  acute  infectious  disease,  characterized 
by  pains  in  the  muscles  and  joints,  a  variable  rash,  and  a 
febrile  course  of  two  paroxysms. 

Etiology. — Dengue  is  confined  almost  entirely  to  hot 
climates.  Although  it  occurs  in  epidemics,  its  contagious- 
ness is  still  a  matter  of  dispute. 

Period  of  Incubation. — Three  to  five  days. 

Symptoms. ^The  invasion  is  usually  sudden,  and  is 
attended  with  lassitude,  chilliness,  headache,  intense  pain  in 
the  muscles  and  joints,  and  high  fever.  The  latter  rises 
rapidly,  often  reaching  a  maximum  of  104°  to  105*  F.  in 
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a  few  hours.  The  pulse  is  rapid  and  full ;  the  respirations 
arc  accelerated;  the  mind  is  often  delirious;  the  urine  is 
scanty;  the  superficial  lymph-glands  are  enlarged;  the 
joints  are  painful,  tender,  and  swollen.  In  two  or  three 
days  the  temperature  falls,  and  an  afebrile  period  follows  in 
which  the  patient  is  free  from  pain,  but  is  profoundly  pros- 
trated. During  the  remission  a  roscolar  or  a  diffuse  ery- 
thematous rash  generally  appears;  tliis  lasts  two  or  three 
days  and  is  followed  by  slight  desquamation.  Shortly  after 
the  subsidence  of  the  rash  the  fever  and  pains  again  return, 
and  persibt  for  two  or  three  days,  when  convalescence 
begins. 

Diagnosis. — Acute  RheumatiBm. — This  disease  runs  a 
more  protracted  course,  and  lacks  the  paroxysmal  character 
and  the  eruption  of  dengue. 

Prognosis. — Favorable. 

Treatment. — There  is  no  six;cific  remedy.  A  mercurial 
aperient  should  be  given  at  the  onset.  The  pains  are  best 
relieved  by  phenacctin,  salicj^latcs,  and  morphin.  The  diet 
should  be  liquid  and  sustaining. 

HYDROPHOBIA. 

(Rabies.) 

Definition. — A  sfKcific  infectious  disease  of  certain  car-' 
nivorous  animals,  especially  dogs  and  wolves,  communicated 
to  man  by  direct  inoculation,  and  characterized  by  slight 
fever,  intense  spasm  of  the  muscles  of  the  tluoat,  delirium, 
paralysis,  and  coma. 

Etiology. — Rabies  in\'ariably  results  from  the  bite  of  a 
rabid  animal,  generally  a  dog.  In  the  animal  the  disease  is 
characterized  by  depression  of  spirits,  loss  of  appetite,  fol- 
lowed by  excitement,  aimless  roving,  a  morbid  desire  to  bite, 
and  finally  by  paralysis  and  death  from  exhaustion.  The 
poison  is  contained  in  the  central  nervous  system  and  secre- 
tions, especially  the  sahva.  Bites  on  the  face  and  on  exposed 
parts  arc  partictdarly  liable  to  be  followed  by  infection. 

Pathology. — The  bactcriolog)'  is  obscure.  Microscopi- 
cally, the  intervertebral  gangb'a  present  advanced  prulifera- 
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tion  of  the  capsular  cells,  with  degeneration  of  the  ganglion 
cell.s,  and  tlie  medulla  iind  pons,  accumulations  of  deeply 
staining  nuclei  around  the  blood-vessels  (vascular  tubercles 
of  Babes). 

Period  of  Incubation. — From  two  weeks  to  two 
months. 

Symptoms. — The  ohsH  is  characterized  by  slight  fever, 
anxiety,  depression,  restlessness,  and  pain  in  the  wound  or 
cicatrix.  In  about  a  day  symptoms  of  the  convulsive  stage 
appear.  These  consist  in  great  difficulty  in  swallowing, 
severe  clonic  spasms  of  the  laryngeal  muscles,  salivation, 
extreme  hyi-)ercsthesia,  hallucinatorj'  delirium,  and  pro.stra- 
tion.  Anything  that  excites  the  swallowing  reflex,  such  as 
the  .sight  of  water,  may  bring  on  the  painful  spasm  of  the 
throat  muscles.  In  the  course  of  one  or  two  days,  if  the 
patient  does  not  die  from  exhaustion  or  heart-failure,  the 
paralytic  stai^c  supervenes,  in  which  the  convulsions  and 
delirium  give  way  to  ascending  paralysis  and  unconscious- 
ness. 

Diag^nosis. — Hysteria  in  persons  who  have  been  bitten 
may  simulate  hydrophobia.  Such  persons  often  bark,  try  to 
bite,  and  manifest  other  symptoms  which  arc  not  noted  in 
hydrophobia. 

Prog^nosis. — Once  developed,  the  disease  is  invariably 
fatal. 

Treatment. — Prophylaxis. — Suspicious  bites  should  be 
thoroughly  disinfected  and  cauterized  with  caustic  potash  or 
strong  carbolic  acid. 

The  results  obtained  at  the  Pasteur  Institute  at  Paris  seem 
to  justify  the  inoculative  treatment,  in  which  the  person 
who  has  been  bitten  is  promptly  subjected  to  a  series  of 
inoculations  with  properly  prepared  spinal  cords  from  arti- 
ficially infected  rabbits.  The  treatment  of  the  attack  is  purely 
palliative.  An  attempt  should  be  made  to  maintain  nutrition 
by  rectal  alimentation  and  to  control  the  convulsive  parox- 
ysms by  injections  of  morphin  and  inhalations  of  chloroform. 
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RHEUMATIC  FEVEEL 


(Acute  Articular  Rheumatism;  Inflammatory  Rheumatism.) 

Definition. — An  acute  disease,  characterized  by  poly- 
arthritis, irregular  fever,  add  sweats,  and  a  marked  tendency 
to  end<Kan.lial  inflaninialion. 

Etiology. — The  disease  is  most  common  in  the  second 
and  third  decades.  Males  are  more  often  attacked  than 
females,  it  is  most  prevalent  in  moist,  cold  climates. 
Heredity,  lowered  vitality,  and  exposure  are  predisposing 
factors.    Disposition  to  recurrence  is  a  characteristic  feature. 

The  exciting  cause  is  still  unknown.  Most  authorities, 
however,  concetic  that  the  disease  is  infectious. 

Pathology, — The  ligaments  and  the  synovial  membrane 
and  its  fringes  are  congested  and  swollen.  The  synovial  sac 
is  filled  with  a  turbid  fluid.  The  cartilages  are  roughened 
and  occasionally  ulcenited.  Generally  the  process  ends  in 
resolution;  sometimes  the  surrounding  tissues  become  Infil- 
trated with  inflammatory  lymph  and  false  ankylosis  results; 
very  rarely,  suppuration  of  the  joint  follows.  The  blood 
shows  an  excess  of  fibrin,  a  considerable  diminution  in  the 
number  of  red  cells,  and  an  increase  in  the  number  of  leuko- 
cytes. 

Secondary  inflammations  arc  frequently  discovered,  such 
as  endocarditis,  pericarditis,  and  pleurisy. 

83anptoms. — The  symptoms  \^ry  much  in  their  severity. 
The  disease  usually  begins  abruptly,  or  more  rarely  follows 
such  prodromes  as  malaise,  chilliness,  and  sore  throat.  The 
large  joints,  especially  the  symmetric  ones,  are  usually 
aflcctcd;  they  are   slightly  reddened,  swollen,  exquisitely 
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IlH'LT  rises  rapidly  to  a  moderate  height  (io2 
is  indefinite  in  its  duration  and  extremely  irre^ 
course.  I'crspiralion  is  often  copious,  has  a  pc 
smell,  and  an  acid  reaction.  The  urine  is  scanty,  hij 
and  on  standing  throws  down  an  abundant  s< 
urates  and  uric  acid.  The  tongue  is  heavily  c 
appetite  is  lost ;  the  bowels  arc  constipated.  Th 
first  flushed,  but  as  the  disease  advances  it  become 
pale  from  anemia. 

The  duration   is  indefinite,  varying  from  a  fe 
several  weeks. 

Complications. —  Vex^tativf  endocarditis  is 
connnon  complication.  It  occurs  in  about  40  p 
all  cases.  Piriiardifts  is  also  common,  but  les 
than  endocarditis.  TonsiiUtis  may  occur  at  the  01 
disease.  Certain  cutaneous  aflcctions — urticaria 
erythema  nodosum,  and  subcutaneous  fibrous  nodk 
casionally  met  with.  Chorea  sometimes  occur? 
acute  symjjtoms  have  subsided.  In  exceptional 
subsidence  of  the  joint  inflammation  is  marked  by 
opmcnt  of  hyperpyrexia  (io6°-i  lO°  F.),  and  with 
cerebral  symptoms — delirium,  convulsions,  coma 
complication  the  term  cerebral  rheumatism  has  be- 

Rarer  complications   arc   pleurisy,  iritis,  meni 
pneumonia. 

Diagrnosls.— Septic  Arthritis. — This  may  be 
by  its  association  with  some  other  septic  process 

snfHHal  tPndenrV  of  thr-  inflamm^ition 
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Rheumatoid  ArttuitU. — This  begins  in  the  small  joints, 
attacking  one  after  another ;  leads  to  permanent  deformity; 
is  not  associated  with  fever  and  add  sweats ;  and  shows  no 
tendency  to  involve  the  heart. 

Oout. — This  occurs  later  in  life,  usually  involves  the  great 
toe,  and  lacks  high  fever,  acid  sweats,  and  the  tendency  to 
lieart  complications. 

Progftiosis. — Most  cases  end  in  recovery.  A  very  small 
number  die  of  exhaustion  or  some  complication,  such  as 
endocarditis  or  hyperpyrexia,  with  grave  nervous  symptoms. 
The  disease  is  very  prone  to  relapse  and  to  recur. 

Treatment. — Absolute  rest  in  a  comfortable  bed  is 
essential,  and,  with  the  view  of  preventing  jxirmanent  injury 
to  the  heart,  this  should  be  maintained  for  at  least  ten  days 
or  two  weeks  after  the  temperature  has  become  normal  and 
all  the  arthritic  symptoms  have  subsided.  The  (xitient 
should  wear  a  loose  flannel  night-dress  and  lie  between 
blankets.  Milk  and  cereals  are  the  mast  suitable  articles 
of  diet.  The  free  use  of  water  and  of  lemonade  should  be 
encouraged.  Two  remedies  have  considerable  power  in  con- 
trolling the  symptoms:  salicylic  compounds  and  the  alka- 
line salts  of  potassium.  From  10  to  15  grains  of  ammon- 
ium or  sodium  salicylate  should  be  given  every  two  or  three 
hours  until  a  decided  impression  is  made  upon  the  disease 
or  the  phenomena  of  salicylism  are  produced,  when  the 
interval  between  the  doses  should  be  lengthened  to  four  or 
six  hours.  It  is  advisable  to  continue  the  drug  for  several 
days  after  the  subsidence  of  tlie  symptoms.  When  the 
ammonium  or  sodium  salt  is  not  well  borne,  strontium 
salicylate  or  salophen  (l   dram   daily)  may  be  substituted. 

If  the  alkaline  treatment  is  employed,  20  to  30  grains  of 
potassium  acetate  or  citrate  should  be  given  every  two  or 
three  hours  until  the  urine  becomes  distinctly  alkaline.  It 
is  often  a  good  plan  to  combine  alkalis  with  salicylates, 
thus: 


B 


PolRv^u  citratis 
Sodii  Sftlicylatis 
Glycerini      .   . 


^iv 


Aqtue  meullta;  pUxiilte  .    .    . 
SlO. — A  dessertspooniul  every  three  bouh. 


342 


constitutioaSal  diseases. 


opium,  in  the  form  of  Dover's  powder  or  of  morphin 

hypoderniically,  is  sometimes  of  great  value  in  allayinj^  i>ain, 
subiluing  restlessness,  and  procuring  sleep.  Antip^rin  or 
phcnacetiii,  in  moderate  doses,  is  also  a  useful  adjuvant  la 
salicylates  or  alkalis  when  the  pain  is  severe.  When  ady- 
namia is  marked,  quinin  (5  grains)  is  frequently  beneficial. 
Anemic  patients  are  benefited  by  iron.  , 

Hyperpyrexia  is  best  coiUrulled  by  the  cold  bath.  Endo- 
carditis and  pericnrditis  rarely  require  speci:il  remedies. 
The  importance  of  prolonged  rest  in  cases  in  which  the 
heart  becomes  aflfected  cannot  be  overestimated.  During 
convalescence  tonics,  like  iron,  quinin,  and  arsenic,  and  a 
liberal  diet  are  necessary. 

Locai  TnatmcHt. — In  mild  cases  the  joints  may  be  painted 
with  iodin  and  wrapped  in  cotton-wool.  In  severe  cases 
small  blisters  are  o{  great  utility. 

Among  other  effective  remedies  may  be  mentioned  methyl 
salicylates  or  oil  of  gaultheria  (undiluted  on  compresses); 
guaiacol  (with  equnl  parts  of  glycerin);  lead-water  and  lau- 
danum (icf-cold  iir  hut),  and  chloroform  liniment.  An 
ointment  of  salicylic  acid  is  often  very  useful : 

Bt.     Acitli  snlicyltct  .        .   ^iss 

Olei  lefcbii»lhin»      .  .  faj 

A()ipi»  l>cn/oiniiti  q.  *.  ^ij. 

Sic. — Sjrefld  cm  lint  and  Icee^  111  pUce  hy  means  of  a  flannet. 
binder. 


No  matter  what  local  remedy  is  selected,  it  is  highly  im- 
portant that  the  affected  joints  should  be  kept  at  complete 
rest.  This  may  l>e  accomplished  by  means  of  padded  splints 
and  a  roller  bandage. 

Lingering  swelling  will  often  yield  to  an  ointment  of  mer- 
cury and  belladonna,  with  firm  strapping  of  the  articulation. 
Blisters  arc  also  useful.  When  the  effusion  is  very  great 
and  persistent,  it  may  be  necessaiy  to  aspirate  the  joint. 

For  the  stiffiiess  of  the  j(»ints  massage,  warm  l>aths,  and 
inunctions  with  an  ointment  of  iodin  will  be  found  useful. 
The  hot-air  treatment  also  does  good  in  some  cases. 
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^f  etiology. — Chronic  articular  rheumatism  nearly  always 

^^       begins  as  a  chronic  affection.    Heredity,  advanced  years,  and 
\  habitual  exposure  to  cold  and  wet  are  predisposing  factors. 

It  rarely  results  from  an  acute  attack. 
,  Patholo^^. — The  fibrous  structures  around  the  joint  are 

greatly  tliickened,  so  that  in  long-standing  cases  the  move- 
ments are  restricted  ;  the  neighboring  muscles  are  wasted 
Irom  disuse ;  and  the  nerves  often  reveal  evidences  of 
neuritis. 

Symptoms. — Pain,  stiffness,  deformity,  and  creaking  of 
the  joints  are  the  usual  phenomena.  Several  joints  are  com- 
monly affected,  and  the  disease  shows  no  predilection  for  any 
particular  joint  Tlie  symptoms  grow  worse  on  the  ap- 
proach of  stormy  weather,  and  at  such  times  exacerbations 
arc  liable  to  occur,  in  which  the  joints  become  swollen  and 
tender.     The  duration  is  indefinite. 

Prognosis. — Generally  unfavorable.  Much  relief  may 
follow  persistent  and  judicious  treatment,  but  |>erfect  cure  is 
rarely  attainable. 

Treatment. — Especial  attention  should  be  given  to  the 
hygiene,  particularly  as  regards  diet,  bathing,  clothing,  exer- 
cise, and  occupation.  A  change  of  residence  to  a  dry,  warm, 
and  equable  climate  is  always  desirable. 

Hot  sulphur  and  hot  saline  baths  are  often  very  useful. 
Tonics  and  certain  alteratives,  such  as  cod-liver  oil,  iron, 
arsenic,  guaiac,  and  potassium  iodid  are  the  most  generally 
useful  internal  remedies ; 


U .    I,i(]uoris  polassii  anenilis 


f3J-*J 


Polo&sii  iodidi 3*it~**j 

Synipi  Hirvapanllae  cnmposili         .  q.  s.  f^iij- — M. 
SiG. — A  t<ras(>cx>iifiil  m  wHirt  ihrer  times  a  day  aflcr  meaU. 

Local  Trenhnent. — Massage,  if  employed  systematically, 
often  accomphshes  much  good.  Superheated  air-baths  are 
occasionally  useful.  Electricity  is  of  little  value.  Rubefacient 
liniments  have  a  palliative  influence  in  mild  cases.  An  oint- 
ment of  mcrcur>',  belladonna,  and  ichthyol,  well  rubbed  into 
the  aififected  part,  is  sometimes  very  eflRcacious,    When  the 
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pain  is  severe  and  persistent,  blisters  or  liglU  applications  of 
the  actual  cautery  prove  effective. 


OTHER  MANIFESTATIONS  OF  RHEUMATISM 

Mtisctilar  Rheumatism  (Myalgia;  Myodynia). — An 

affection  of  the  voluntary  muscles,  characterized  by  pain, 
tenderness,  and  rigidit)'. 

Types. — Different  names  have  been  applied  according  to 
the  location,  namely:  Torticollis,  or  wry-ftttk,  when  it  in- 
volves the  sternocleidomastoid  muscles;  luinhago,  w\\cw  it 
involves  the  lumbar  muscles;  pleurodynia,  wl»cn  it  involves 
the  intercostals ;  and  ccphaiodynia,  when  it  involves  tiie  oc- 
cipitofrontalis. 

Etiology. — The  gouty  or  rheumatic  diathesis  is  a  predis- 
posing cause.  Kxposure  to  cold  and  wet  i>r  muscular  strain 
usually  excites  it. 

Symptoms. — Pain  is  the  chief  symptom  ;  it  is  made  worse 
by  use  of  the  muscles,  and  is  associated  with  tenderness 
which  is  especially  marked  at  the  tendinous  origins  and  in- 
sertions of  the  muscles.  Sometimes  the  muscles  arc  con- 
tracted and  rigid;  this  is  particularly  tlie  case  in  torticollis, 
or  wry-neck. 

Torticollis. — The  head  is  fixed  and  inclined  to  one  side; 
every  cfTort  to  turn  it  is  attended  with  sharp  pain. 

Lumbago. — There  is  a  dull,  achinij  pain  across  the  loins. 
Turning  the  body  or  rising  from  the  sitting  posture  causes 
an  exacerbation,  which  is  sometimes  so  severe  that  the  patient 
cries  out.  Care  must  be  taken  to  distinguish  it  from  renal 
calculus.  Pott's  disease,  aneur>^sm,  perinephritis,  and  uterine 
or  ovarian  disease. 

Plnirodynia. — The  pain  is  felt  in  the  side,  and  is  increased 
by  deep  breathing,  coughing,  or  twisting  the  body.  There 
is  diffuse  tenderness  to  the  touch.  The  absence  of  fever 
and  of  physical  signs  will  serve  to  distinguish  it  from 
pUurisy, 

The  absence  of  tender  spots  where  the  nerves  make  their 
exit  from  the  muscular  coverings,  the  fact  that  the  piiin  does 
not  follow  closely  the  distribution  of  the  nerves,  and  that  the 
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pain  is  increased  by  movement,  will  serve  to  distinguish 
pleurodynia  from  intercostal  Neuralgia. 

Cephiilodyuia. — This  is  characterized  by  a  superficial  pain 
in  the  head,  increased  by  moving  the  scalp.  It  is  often  asso- 
ciated with  tenderness  on  pressure. 

Prognosis. —  Favorable  under  judicious  and  persistent 
treatment. 

Treatment. — In  mild  cases  it  will  suffice  to  put  the  affected 
muscles  at  rest.  In  pleurodynia  this  is  accomplished  best  by 
strapping  the  affected  side  as  in  fracture  of  the  ribs,  and  in 
lumbago  by  appljing  a  large  piece  of  adhesive  plaster  from 
the  floating  ribs  to  the  iliac  crests.  In  more  severe  cases  it 
will  be  necessary  to  apply  rubefacient  liniments,  sinapisms, 
or,  better  still,  hot  fomentations,  and  to  administer  a  salicy- 
late, combined,  perhaps,  with  phenacebn : 


r 


U.    Snioplicn 3ij 

Phcriiiceiini 3J. — M. 

Fiant  chnnula:  No.  xi). 

Sirt. — One  rvery  ihrcc  hoort. 


A  blister  is  occasionally  required.  When  the  pain  is  in- 
tense, intramuscular  injections  of  morphin  (J  grain)  with 
atropin  (j^,j  grain)  will  afTord  great  relief.  In  lumbago, 
acupuncture  sometimes  jieUls  excellent  results.  Mot  packs 
and  baths  are  often  efficacious,  but  great  care  must  be  ex- 
ercised to  guard  against  exposure  after  their  use.  Persistent 
myalgia  is  often  very  favorably  affected  by  massage  and 
applications  of  the  faradic  current.  In  chronic  cases  potas- 
sium iodid  and  guaiac  should  be  tried.  Gelsemium  in  large 
doses  (Brunton)  and  ammonium  chlorid  (Ringer,  Roberts, 
I^aCosta)  have  also  been   recommended. 

Neural  Manifestation. — Rheumatism  appears  to  be  a 
frequent  cause  of  neuritis. 

Rlieumatic  Affections  of  Mncons  Membranes.— It 
must  be  borne  in  mind  that  pharyngitis, tonsillitis,  laryngitis, 
and  bronchitis  are  sometimes  dependent  upon  a  rheumatic 
diathesis. 

Rhenmatic  Affections  of  Serous  Membranes- — 

Kmlocarditis.  pericarditis,  pleuritis,  iritis,  and  meningitis  may 
be  excited  by  rheumatism. 
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Cutaneous  Manifestations- — Purpura,  urticaria, 
erythema   nodosum   are   sometimes  associated  with  rhe 
matism. 

GOUT. 
(Podagra.) 

Definition. — A  disturbance  of  metabolism,  character- 
ized in  its  typical  form  by  deposits  of  sodium  biurate  in  the 
joints  and  other  structures,  and  by  recurrent  attacks  of 
arthritis. 

Gtiology. — Gout  most  frequently  develops  in  the  third 
and  fourth  decades.  It  is  more  common  in  males  than  in 
females.  It  is  often  hereditary.  The  excessive  use  of  wines 
or  malt  liquors,  overeating,  sedentary  habits,  nervous  strain 
and  chronic  lead-])oisoning  are  predisposing  factors. 

Pathology. — The  pathology  of  gout  is  still  obscure.  Ii 
is  generally  conceded  tliat  llie  disease  is  in  some  way  asso- 
ciated with  an  excess  of  uric  acid  compounds  in  the  blood ; 
but  whether  these  compounds  are  the  sole  cause  of  the  con- 
stitutional disturbances,  and  whether  the  excess  in  the  blood 
is  due  to  increased  formation  or  diminished  excretion, 
both,  are  questions  that  await  solution. 

The  only  distinctive  anatomic  lesions  of  gout  are  those  o; 
the  joints.     These  consist  of  deposits  of  sodium   biurat 
(tophi)  in  the   cartilages  and  fibrous  tissues  and  secondary 
inflammator}'  changes.     In  long-continued  cases  the  joints 
become  irregularly   enlarged   and   stiff.     Ultimately  ulcera- 
tion of  the  superficial  tissues  may  ensue,  with  the  discharge 
of  the  uratic  concretion.     The  small  joints  of  the  feet  and 
hands  are  usually  the  first  to  be  affected,  but  subsequently 
other  joints,  like   those  of  the   ankles,  wrists,  and  elbow- 
become    involved.      Uratic   deposits    are    often   found   als 
along  the  tendons,  in  the  external  ear,  in  the  nose^  and  in 
various  other  parts. 

In  aaitc  cases  the  affected  joint,   most   frequently 
metatarsophalangeal  of  the  great  toe,  is  intensely  hype 
emic,  swollen,  and  edematous. 

Chronic  interstitial  nephritis,  arteriosclerosis,  and  hyper- 
trophy of  the  heart  are  important  concomitant  lesions, 
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Clinical  Varieties, — (i )  Articular  gout,  which  may  be 
acute  or  chronic ;  (2)  non-ariicular  or  irregular  gout. 

Symptoms. — Acute  Oout. — The  attack-  is  usually  pre- 
ceded by  Certain  prodromes — restlessness,  insomnia,  morose- 
ness,  irritabihty,  dyspepsia,  and  changes  in  the  urine,  this 
secretion  being  scanty,  high-colored,  and  deficient  in  urates 
The  arthritic  phenomena  usually  appear  suddenly  in  the 
early  morning  hours,  and  are  characterized  by  pain  and 
swelling  in  the  ball  of  the  great  toe.  The  affected  joint  is 
so  lender  that  the  slightest  pressure  causes  agony.  It  is  of 
a  reddish-purple  color;  its  surface  is  glazed  ;  and  the  neigh- 
boring veins  are  full  and  distinct.  During  the  paroxysm 
the  temperature  is  moderately  elevated  (101  °-i02'^  F.)  and 
the  pulse  quickened.  Toward  daylight  the  pain  subsides 
to  a  great  extent  and  the  patient  falls  asleep.  During 
the  day  he  is  comparatively  comfortable,  but  there  arc 
severe  exacerbations  for  several  successive  nights.  At  first 
the  attacks  may  be  a  year  apart,  but  as  they  multiply  the 
interval  grows  less,  until  finally  the  patient  is  seldom  en- 
tirely free  from  suffering. 

Betrocedent  Oout. — This  term  is  applied  to  a  condition  in 
which  the  arthritic  phenomena  sudderdy  subside  and  grave 
gastric,  cardiac,  or  cerebral  symptoms  follow. 

Chronic  Gout. — The  joints  are  affected  one  by  one,  and 
become  stiff,  irregularly  enlarged,  and  deformed.  Chalk- 
stones,  or  tophi,  sometimes  ulcerate  their  way  through  the 
skin  and  are  discharged.  Similar  deposits  are  frequently 
found  al<»ng  the  tendons  and  in  the  helix  of  the  ear. 

Constitutional  symptoms  similar  to  those  occurring  in 
non-articular  or  irregular  gout  are  more  or  less  conspicuous. 

Non-articular  Oout  (Uric  Acid  Diathesis ;  Latent  Oout ;  Qonti- 
ness ;  Lithemia). — This  form  of  gont  is  more  often  met  with 
in  America  than  the  articular  variety.  It  presents  the  follow- 
ing clinical  features: 

Giistro-inUstinal  Phenometut. — The  tongue  is  generally 
coated  and  the  breath  heavy ;  the  appetite  is  variable:  some- 
times it  is  lost,  at  others  it  is  inordinate;  acid  eructations, 
heart-bum,  and  flatulence  are  frequent  gastric  symptoms. 

Urinary  PhenotntPta, — The  urine  Is  scanty,  high-colored, 
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of  high  specific  gravity  (1025  to  1035),  and  on  standing 
throws  down  an  abundant  brick-dust  sediment.  The  solids 
render  the  urine  irritating,  so  tliat  dull  aching  in  the  loins 
anil  burning  in  the  penis  after  micturition  are  common 
sj'mptoms.  A  trace  of  sugar  is  sometimes  detected  on 
chemical  examination.  The  urine  often  stains  the  clothes 
red. 

Circulatory  Phenomena, — These  consist  in  increased  arterial 
tension,  accentuation  of  the  second  aortic  sound,  and  a 
tendency  to  arteriosclerosis. 

Nen^ous  Phenomemi. — These  are  extremely  varied,  and 
include  headache,  vertigo,  disturbed  sleep,  tinnitus  aurium. 
depression  of  spirits,  failure  of  mcmor)-,  loss  of  energy, 
irritability,  and  neiiral^^ic  pain  in  various  parts  of  the  body. 

Complications  and  Sequelae. — These  include :  Chronic 
interstitial  nephritis,  arteriosclerosis,  hyjx^rtrophy  of  the 
heart,  angina  pectoris,  apoplexy,  chronic  bronchitis,  and  cer- 
tain cutaneous  afiections — chronic  ec/.ema,  urticaria,  and 
psoriasis. 

Diagnosis. — Acute  Rheumatism. — This  more  commonly 
affects  the  larger  joints  ;  it  is  markedly  migratory  ;  it  is 
associated  with  higher  fever  and  more  copious  perspiration  ; 
and  it  shows  far  greater  tendency  to  endocardial  and  [peri- 
cardial innainniation^. 

Rheumatoid  Arthritis. — This  occurs  more  frequently  in 
women  than  in  men  ;  it  is  more  likely  to  begin  in  the  fingers 
than  in  the  toes;  it  usually  involves  symmetric  joints.  It  is 
more  apt  to  involve  the  spinal  and  tcniporomaxillary  joints; 
it  causes  more  deformity  and  fixation  of  the  joints,  and, 
finally,  it  is  not  associated  with  tophaceous  deposits  in  the 
joints  or  other  dssues,  nor  necessarily  with  arterial  or  renal 
complications. 

Prognosis. — Acute  gout  rarely  proves  fatal ;  recurrence, 
however,  is  to  be  expected.  On  account  of  the  tendency  to 
arterial  and  renal  complications,  the  prognosis  of  clironic 
gout,  when  the  disease  is  fairly  established,  should  be  some- 
what guarded.  It  is  largely  proportionate  to  the  mildness 
b)'  the  symptoms  and  the  extent  to  which  the  patient  can  be 
controlled. 
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Treatment.— 77/^  AatU  Attack.— Thft  best  remedy  is 
colchicum  :  lo  to  20  drops  of  the  wine  well  diluted  should 
be  given  every  two  liours,  and  stopped  as  soon  as  the  symp- 
toms subside.  Alkalis  are  valuable  adjuncts.  The  free  use 
of  water  should  be  encouraged.  Constipation  should  be 
relieved  by  a  full  dose  of  blue-mass  or  a  saline  draft.  Opium 
or  phcnacetin  may  be  required  for  the  relief  of  the  pain. 
The  affected  part  should  be  elevated  and  wrapped  in  cotton- 
wool, or  covered  with  warm  fomentations  or  with  cloths 
soaked  in  lead-water  and  laudanum.  The  diet  should  be 
light  and  non-stimulating. 

Chronic  Gout. — As  regards  diet,  simplicity  and  modera- 
tion are  of  the  utmost  importance.  Generally  speaking,  a' 
diet  composed  for  the  most  part  of  milk,  farinaceous  foods, 
succulent  vegetables,  eggs,  fisli,  is  most  suitable.  The  foods 
most  likely  to  disagree  arc  veal,  liver,  sweetbreads,  hashes, 
croquettes,  concentrated  soups,  vegetables  rich  in  nuclcins, — 
peas  and  beans, — pastrj',  sweets,  cofTfcc,  malt  liquors,  and 
heavy  wines.  Some  patients  are  exceedingly  intolerant  of 
acid  fruit. 

Water-drinking  between  meals  should  be  encouraged. 
More  should  be  eaten  than  is  absolutely  necessary  to  satisfy 
hunger.  The  patient  should  be  warmly  clothed  and  should 
avoid  as  far  as  possible  exposure  to  sudden  atmospheric 
changes.  Systematic  exercise  in  the  open  air  is  extremely 
beneficial.  When  active  exercise  is  not  feasible,  massage 
may  be  strongly  recommended.  All  overwork  of  nund 
should  be  forbidden.  Hydrotherapy — tepid  sponge-baths 
and  douches — is  useful.  Hcavj'.  robust  patients  often  derive 
much  benefit  from  tlie  Turkish  bath.  Visits  to  certain  min- 
erals springs — l^dford,  Saratoga.  Harrowgate,  Carlsbad, 
Contrexeville.  Aix-lcs-Rains — are  sometimes  of  great  value. 

Free  action  of  the  bowels  should  be  secured.  The  occa- 
sional use  of  calomel  or  blue-mass  at  night,  with  a  saline  in 
the  moniing.  is  often  of  value.  Among  the  s|>ecial  remedies 
advocated  for  gout  may  be  mentioned  alkalis  and  alkaline 
mineral  waters,  colchicum,  guaiac,  arsenic,  and  iodids. 

Of  these,  the  alkalis,  especially  the  vegetable  .salts  of  potas- 
sium or  lithium,  arc  the  most  useful.     Colchicum  is  most 
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effective  in  the  acute  paroxysms,  althoutrh  small  doses  with 
alkalis  may  be  of  benefit  in  the  interval.  Guaiac  prob- 
ably ranks  next  in  eflFicacy  to  the  alkalis.  The  prolonged 
use  of  arsenic  in  small  doses  seems  to  be  of  some  value. 
lodids  are  sometimes  of  service  in  relieving  the  concomi- 
tants and  sequels  of  ^^'out,  but  have  little,  if  any,  effect  uj>on 
the  disease  itself  S.ilicylatcs  relieve  pain,  but  arc  distinctly 
inferior  to  cokhicum. 

Chronic  affections  of  the  joints  arc  best  treated  by  gentle 
massage,  friction,  and  warm  sulphur  baths. 

RHEUMATOID  ARTHRITIS 
< Arthritis  Deformans;  Bhenmatic  Oout.) 

I>efiliitioti. — A  chronic  affection  of  the  joints,  character- 
ized by  destruction  of  the  cartilages,  new  osseous  forma- 
tions, immobility,  and  deformity. 

Etiology. — It  (Icvclops  most  frequently  in  the  third  and 
fourth  decades.  Women  are  much  more  often  attacked 
than  men.  Heredity,  prolonged  mental  strain,  and  cnfee- 
blement  of  health  fn»m  bad  hyt^ienic  enviranme:il,  poor 
foot),  or  prolont;e<i  lactation  are  predisposing  factors. 

Pathology. — The  orij^in  of  rheumatoid  arthritis  is  ob- 
scure. Some  rctjard  it  as  a  trophoneurosis,  allied  to  the 
arthropathies  met  with  in  certain  diseases  of  the  spinal  cord. 
Others  believe  it  to  be  infectious. 

The  cells  of  the  cartilages  and  of  the  synovial  membrane 
proliferate  and  lead  to  villous  or  nodular-  outg;rowth,  which 
may  subsequently  be  transformed  into  osteophytes.  The 
central  portions  of  the  cartilajjes  ultimately  wear  away  and 
leave  the  bones  exposed.  The  heads  of  the  bones  become 
smooth,  hard,  and  shiny.  The  periarticular  tissues  arc  also 
thickened.  The  deformity  leads  to  stiffness  and  ankylosis. 
Subluxations  are  common.  The  surrounding  muscles  arc 
enerally  atrophied.     All  joints  are  liable  to  be  affected. 

Symptoms. — It  niay  be  either  acute  or  chronic,  the 
latter  being  the  more  common  form.  In  the  acute  fortn 
several  joints  are  simultaneously  involved;  they  become 
swollen,  painful,  and  tender,  but  rarely  reddened.     There  is 
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moderate  fever.  The  symptoms  soon  subside,  to  reappear, 
however,  at  frequent  intervals. 

In  x\\c  ckronii' form  the  hands,  particularly  the  metacar- 
pophalangeal joints,  arc  usually  first  affected ;  then  the 
wrists,  knees,  toes,  jaws,  and  spine.  Symmetric  joints  are 
usually  attacked.  The  symptoms  are  swelling,  pain,  immo- 
bility, and  deformity.  The  joints  are  stiff  and  creak  when 
moved;  later  complete  ankylosis  develops.  The  muscles 
waste,  and  contractures  increase  the  deformity. 

In  advanced  cases  the  fingers  arc  bent  backward,  often 
locked,  and  turned  toward  the  ulnar  side;  the  thighs  are 
drawn  up;  the  legs  are  adducted  and  flexed.  The  patient 
may  be  a  helpless  invalid  for  many  years. 

Hebenien's  Nodes. — These  are  small  nodules  that  develop 
gradually  on  the  sides  of  the  distal  phalanges,  especially  of 
the  fingers.  At  times  they  may  be  slightly  painful  and 
tender.  They  are  usually  seen  in  middle-aged  women. 
They  are  usually  regarded  as  an  expression  of  rheumatoid 
arthritis. 

Diagnosis.— The  differential  diagnosis  between  rheu- 
matoid arthritis  and  gout  has  already  been  considered  (see 
p.  348). 

Ghronic  Rheumatism. — This  usually  involves  fewer  joints ; 
it  attacks  especially  the  larger  joints ;  it  very  rarely  involves 
the  spinal  or  temporomaxillar)'-  joints  ;  it  does  not  cause  en- 
largement of  the  ends  of  the  bones ;  it  shows  greater  ten- 
dency to  involve  the  heart;  and  it  is  less  steadily  progres- 
sive. 

Prognosis. — Unfavorable.  Sometimes  the  disease  is 
local  and  remains  in  one  joint  (monoarticular  form).  Gen- 
erally, however,  several  joints  are  aficcted,  and  while  judi- 
cious and  persistent  treatment  may  retard  the  progress  of 
the  disease,  a  cure  is  rarely  attainable. 

Treatment. — Hygienic  treatment  Is  most  important. 
Tonics,  especially  iron,  arsenic,  and  cod-liver  oil.  arc  gen- 
erally required.  Salicylates  are  sometimes  of  service  in 
acute  exacerbations.  Massage  is  valuable  in  preserving  the 
mobility  of  the  joints  and  in  maintaining  the  nutrition  of  the 
muscles. 
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RICKETS. 

(Bachitis.) 

Definition. — A  constitutional  disease  of  early  childhood, 
characterized  chiefly  by  defective  nutrition  of  the  osseous 
structures. 

Stiology. — Rickets  is  rarely  congenital ;  it  usually  de- 
velops between  the  first  and  second  years.  Poverty,  arti- 
ficial feeding,  and  bad  hygienic  conditions  are  the  predis- 
posing causes. 

Pathology. — The  most  marked  changes  are  observed 
in  the  long  bones  and  ribs.  The  cartilaginous  lamina  be- 
tween the  epiphysis  and  the  shaft  arc  considerably  thick- 
ened, and  are  spongy  and  irregular  in  outline;  microscopic 
examination  reveals  an  excessive  proliferation  of  the  carti- 
lage cells,  with  scanty  calcification.  The  periosteum  is 
thickened  and  highly  vascular,  and  when  stripped  ofl*.  soft, 
porous  bone  is  c.vposcd.  The  bones  arc  soft,  being  ex- 
tremely deficient  in  lime-salts  ;  when  ossification  finally  re- 
sults, the  bones  become  heavy,  large,  and  irregular  in  out- 
line ;  these  changes  correspond  to  the  clinical  plienonicna — 
bow-legs,  knock-knees,  spinal  curvature,  pigeon-breast,  and 
square  cranium. 

The  liver  and  spleen  are  often  considerably  enlarged. 

S3miptoms. — Tiic  early  symptoms  arc :  Restlessness 
and  slight  fever  at  night;  free  i)erspiration  about  the  head  ; 
dififuse  soreness  and  tenderness  of  the  body;  pallor  ;  slight 
diarrhea ;  enlargement  of  the  liver  and  spleen  ;  delayed  den- 
tition, and  the  eruption  of  badly  formed  teeth. 

Skvhtal  Phowmcna. — The  head  is  large  and  more  or  Ies.s 
square  in  outline;  careful  palpation  may  detect  soft  areas. 
The  sides  of  the  thorax  are  flattened;  the  sternum  is  promi- 
nent ;  nodules  can  be  felt  at  the  sternal  ends  of  the  ribs — 
*'  rachitic  rosary  ";  there  may  be  a  distinct  transverse  groove 
at  the  level  of  the  ensiform  cartilage  ;  the  spinal  column  is 
frequently  curved  anteropostcriorly  or  laterally;  the  long 
bones  are  curved  and  prominent  at  their  extremities. 

Complications.— These  include:  Green-stick  fractures, 
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convulsions,  laryngismus  stridulus,  paresis  of  the  extremi- 
ties, and  acute  pulmonary  disease. 

Treatment. — The  general  nutrition  must  be  improved 
by  placing  the  child  under  the  best  hygienic  conditions. 
When  hand-feeding  becomes  necessary,  fresh  cow's  milk, 
properly  modified  to  suit  the  age  of  the  infant,  egg-albumen, 
and  fresh  meat-juice  should  be  recommended.  Cod-liver 
oil  is  a  valuable  nutrient  tonic.  Syrup  of  the  iodid  of  iron 
(3  to  lo  drops  thrice  daily)  is  indicated  when  there  is 
anemia. 

E)^.  Ulei  mnrrhuic  '3'** 
Olei  sassafras 
Pulvcris  acacia: 
Wk  rulvcru  &acch.in  .  .  .  M  q.  s. 
H  Synipi  fcrri  iodidi f^ij-iv 
H  Aquae "J.  8.  nd  (3111  — M. 
H  5l<;. — A  tcaspoonful  to  ■  desscrisponnful  after  meals. 
Phosphorus  (5  to  15  minims  of  the  official  elixir  thrice 
daily)  is  regarded  as  being  especially  efficacious  by  many 
authorities.  It  may  be  added  to  the  cod-liver  oil. 
-  DIABETES. 
P  (Diabetes  Mellitus.) 
Definition. — A  nutritional  disease,  characterized  by  the 
persistent  presence  of  sugar  in  the  urine,  polyuria,  and  loss 
of  flesh  and  strength. 

Btiology. — The  disease  occurs  most  frequently  between 
the  ages  of  thiity  and  sixty.  It  is  much  more  common  in 
males  than  in  females.  Hebrews  app>ear  to  be  especially 
prone  to  it.  Hcrcdit>'.  overeating,  sedentary  habits,  and 
prolonged  mental  anxiety  arc  predisposing  factors. 

Pathology. — The  lesions  found  after  death  are  so 
varii-d  that  the  condition  which  is  really  responsible  for 
diabetes  is  still  undetermined.  Puncture  (»f  the  floor  of  the 
fourth  ventricle  will  produce  glycosuria,  but  the  cases  are 
rare  in  which  lesions  of  this  region  have  been  found  after 
death . 

In  a  large  number  of  cases  macroscopic  or  microscopic 
Ic-sions   are  found   in  the   pancreas.      It  has  been  shown. 
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however,  by  Opic  and  others,  that  diabetes  is  absent  in  pan- 
creatic disease  unless  the  lesions  are  such  as  destroy  the 
islands  of  Langcrhans.     Cirrhotic  and  degenerative  changes     , 
are  frequently  found   in   the  hvcr.     The  kidneys  are  cony^H 
monly  the  sc.it  of  hyperemia  and  catarrhal  inflanimation,     ^1 

The  pathogenesis  of  diabetes  is  obscure.  According  to 
Lcpinc  and  others,  the  disease  is  due  to  the  accumulation 
of  glucose  in  the  bl(>od,  owing  to  the  absence  of  a  sugar- 
splitlinj^  ferment  (glycolytic  ferment)  which  the  pancreas 
normally  manufactures.  In  the  present  slate  of  our  knowl- 
edge, however,  pancreatic  disease  cannot  be  assumed  in  all 
cases.  It  may  be  that  the  hyperglycemia  in  some  instances 
results  from  a  failure  of  the  liver  (owing  to  actual  disease 
or  to  functional  disturbances  induced  by  influences  em- 
anating from  the  teiilral  nervous  system)  to  store  up  or  to 
retain  the  carbohydrates. 

Symptoms. —  Unnary  Phenomena. — The  urine  is  in- 
creased in  quantity,  the  amount  varying  from  three  or  four 
pints  to  as  many  quarts;  its  color  is  pale  ;  its  specific  grav- 
ity usually  ranges  from  1030  to  1050;  it  has  a  sweetish 
taste  and  an  aromatic  odor.  In  summer  it  attracts  flies  and 
rapidly  ferments.  It  may  leave  a  whitish  residue  on  the 
clothes.  The  percentage  of  glucose  varies  from  0.5  per 
cent  to  10  per  cent. 

General  Phenomena. — There  is  loss  of  flesh  and  strength  ; 
the  temperature  is  normal  or  subnormal;  the  appetite  is 
often  inordinate,  and  the  thirst  unquenchable  ;  the  tongue 
is  often  fissured  and  beefy  red;  the  bowels  are  usually  con- 
stipated. The  muscles  are  sometimes  the  seat  of  painful 
cramps. 

Cutanrmts  Phenomena. — The  skin  is  harsh  and  dr>-.  and 
frequently  the  scat  of  intense  itching.  Pruritus  is  especially 
observed  at  the  genitalia,  and  this  may  be  the  first  subjec- 
tive symptom. 

Nercous  Phenomena. — These  are :  Headache,  depression 
of  spirits,  diminished  or  lost  patellar  reflexes,  impaired  sex- 
ual power,  dimness  of  vision,  and  neuralgia. 

The  duration  varies  from  a  few  weeks  in  the  acute  fo 
to  many  years  in  the  chronic  form. 
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Complications. — These  include:  Pulmonary  tubercu- 
losis; pnciiniunia ;  gangrene  of  the  lung;  ticfcctive  vision 
from  soft  cataract,  retinitis,  or  atrophy  of  the  optic  nerve; 
cutaneous  lesions,  as  boils,  eczema,  carbuncles,  and  gan- 
grene ;  nephritis ;  neuritis,  and  diabetic  coma,  or  aceto- 
nemia. 

This  last  condition  is  characterized  by  epigastric  pain, 
dyspnea,  a  fruity  odor  of  tlie  breath,  headache,  delirium, 
stupor,  and  coma.  It  is  beheved  to  be  due  to  the  presence 
in  the  blood  of  ^-oxybutyric  acid. 

Diagnosis. — Care  must  be  taken  to  distinguish  stmple 
glycosuria  from  diabetes.  The  former  is  recognized  by  being 
transient,  and  un;issociated  with  the  constitutional  symptoms 
of  diabetes. 

Pruritus  and  apparently  causeless  loss  of  flesh  and  strength 
should  lead  to  a  suspicion  of  diabetes. 

Prognosis. — The  younger  the  patient,  the  stronger  the 
hereditary  tendency,  the  larger  the  amount  of  sugar  ex- 
creted, the  less  the  glycosuria  can  be  controlled  by  diet 
alone,  the  graver  the  prognosis.  On  the  other  hrind,  when 
it  occurs  after  middle  life  in  association  with  a  gouty  diathe- 
sis, and  the  glycosuria  is  not  pronounced,  the  prognosis 
for  a  long  duration  is  comparatively  favorable.  Absolute 
cure  is  rarely  attainable. 

Treatment. — Dietetic  Treatment. — Sugars  and  starches 
must  be  restricted.  Since  the  patient's  appetite  is  f)ftcn  in- 
ordinate, it  is  necessary  also  to  regulate  the  quantity  and 
character  of  the  foods  that  are  recognized  as  admissible. 
The  following  foods  may  be  included  in  the  dietary: 

Aftintai  Foods. — Meats  of  various  kinds  (except  liver), 
game,  hght  broths  and  soups,  fish,  and  eggs. 

Vej^etables. — Celer>'.  lettuce,  cauliflower,  tomatoes,  mush- 
rooms, string-beans,  young  onions,  olives,  water-cress,  and 
spinach. 

Bererages. — Buttermilk,  skim  milk,  sour  wines  (Rhine 
wines),  carbonated  waters,  and  coffee  and  tea  without  sugar. 

Relishes.— y^wXs  of  all  kinds  (except  chestnuts),  cream 
cheese,  and  pickles. 

Bread. — Bread  made  of  gluten,  bran  flour,  or  almond 
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flour.     It  should  be  borne  in  mind  that  all  the  gluten  flours 
arc  rich  in  starch. 

Fruits, — Cranberries,  sour  cherries,  limes,  lemons,  and  re 
currants. 

Suffstituiis  for  Sugar, — Saccharin  and  glycerin. 

The  following  foods  should  be  avoided :  Liver,  oysters, 
wheat  bread,  biscuits,  pastry,  potatoes,  beets,  carrots,  peaa 
turnips,  parsnips,   sweet   fruits,   rice,   barley,  tapioca,  corn- 
starch, corn-meal,  chocolate,  cocoa,  syrups,  preserves,  and       , 
most  liquors.  ^H 

Hygienic  Treatment — Fresh  air  and  systematic  exercis«^^| 
are  of  great  value.  The  patient  must  be  warned,  however. 
against  overexertion.  I'^Ianncl  should  be  worn  next  to  the  skin, 
and  all  undue  exposure  avoided.  1  lydrotherapy  is  decidedly 
efficacious.  Diabetics  who  still  possess  a  fair  measure  of 
health  frequently  derive  much  benefit  from  a  visit  to  certain 
mineral  springs,  such  as  Ncuenahr,  I  lomburg,  Carlsbad,  and 
Vichy. 

Medicinal  Treatment. — ^Tonics,  like  arsenic,  strychnin,  and 
cod  liver  oil,  are  often  indicated.  Opium  is  generally  the 
most  reliable  special  remedy;  it  should  be  given  in  small 
doses  gradually  increased  until  the  patient  takes  5  or  6 
grains  daily.  Codein  (|  grain  increased  to  6  grains  a  day) 
is  sometimes  preferable  to  opium.  Salicylic  compounds  rank 
next  in  efficacy  to  opium.  From  40  to  60  grains  of  am- 
monium or  strontium  saHcylate  may  be  given  in  twenty-four 
hours. 

B.    Stromii  salicylntis .^i^-^j 

Li'piorU  (wtassti  anicnttU  fi^j 

Glycenni Rj 

Aqtio!  cinnamomi q.  s.  ftd  fjir. — M. 

Sic, — r>c.*>sciiApoi>nful  ihrice  daily. 

Alkaline  carbonates  and  alkaline  mineral  waters  have  Fong 
enjoyed  a  reputation.  Bromids  are  useful  in  subduing  ner- 
vous symptoms.  Among  remedies  that  occasionally  succeed 
may  be  mentioned  Clemens's  solution  of  arsenic  bromid 
(3  to  5  minims);  antipyrin  (8  to  10  grains  thrice  daily;;  and 
jambuL 
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Diabetic  coma  is  always  fatal,  but  inhalations  of  oxygen 
or  the  subcutaneous  injection  of  large  quantities  of  normal 
saline  solution  at  intervals  may  give  a  few  hours'  respite,  in 
which  consdousness  returns. 

DIABETES  INSIPIDUS. 

Definition. — A  chronic  condition,  characterized  by  the 
excretion  of  large  quantities  of  pale,  limpid  urine  of  low 
specific  gravity  and  free  from  albumin  and  sugar. 

The  condition  must  be  distinguished  from  the  polyuria 
observed  in  chronic  interstitial  nephritis  and  in  some  cases 
of  hysteria. 

Etiology. — It  is  most  common  between  the  ages  of 
twenty  and  thirty.  More  males  are  affected  than  females. 
Heredity*  is  an  im|>ortant  etiologic  factor.  It  is  sometimes 
associated  with  lesions  in  the  neighborhood  of  the  medulla 
or  floor  of  the  fourth  ventricle,  such  as  tumors,  hemor- 
rhages, and  especially  syphilitic  basilar  meningitis.  In  a 
few  cases  it  appears  to  have  followed  inten.sc  emotional  ex- 
citement. 

Pathology. — Little  is  known  of  the  pathology.  The 
kidneys  arc  frequently  enlarged  and  congested,  and  the 
ureters  dilated. 

The  theorj'  which  is  generally  accepted  as  accounting  for 
the  polyuria  is  that  it  is  Ay\^  to  a  vasomotor  paresis  of  the 
renal  vessels,  which  permits  a  free  transudation  of  liquid. 

Symptoms. — The  disease  may  begin  insidiously  or  ab- 
ruptly; the  latter  is  the  rule.  The  uriui':  The  quantity  is 
increa.sed,  often  as  much  as  eight  or  ten  quarts  being  ex- 
creted in  the  twent\-four  hours;  it  is  p;ile.  and  resembles 
water;  it  has  a  specific  gravity  of  I002  to  1005.  The  total 
amount  of  solids  is  not  diminished.  Albumin  and  sugar  are 
generally  ahst^nt,  though  there  may  be  a  trace  of  the  latter. 

The  most  important  getu^ral  symptoms  are  extreme  thirst ; 
dryness  of  the  skin;  constipation;  mental  apathy;  and  ex- 
aggeration of  the  knee-jerks.  In  many  cases  there  is  neither 
wcaknes*;  nor  emaciation.     Coinyilications  arc  rare. 

Diagnosis. — The  high  specific  gravity  of  the  urine  and 
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the  presence  of  sugar  will  serve  to  distinguish  diabetes  mel- 
lituB  from  diabetes  insipidus. 

Interstitial  nephritis  may  be  reco^ized  by  the  presence  of 
tube-casts  in  tlic  urine,  the  albuminuria,  and  cardiovascular 
sigrns. 

Prognosis. — The  duration  of  the  disease  is  ver>'  indefi- 
nite. Nol  infrequently  spontaneous  cure  occurs.  Unless 
the  result  of  a  serious  ner\'ous  lesion,  it  rarely  terminates 
flitally- 

Treatment. — No  benefit  is  derived  from  restricting  the 
quantity  of  water  desired.  Acidulated  drinks,  like  lemonade, 
aid  in  assuaging  thirst.  Many  remedies  have  been  recom- 
mended ;  those  possessing  the  most  extended  reputation  are 
opium  f4  to  S  grains  a  day),  valerian  {\  to  i  fluidounce  of 
anmn-'uialed  tincture  daily),  ergot  {\  to  i  dram  of  the  extract 
dailyj,  antip^rin  (lo  grains  thrice  daily),  and  galhc  acid 
(1  dram  a  day).  Galvanism — one  pole  applied  to  the  neck 
and  the  other  to  the  loins — has  been  recommended.  Tonics 
• — cod-liver  oil,  iron,  and  strychnin — are  sometimes  required. 
In  syphih'tic  cases  good  results  not  infrequently  follow  the 
use  of  antiluetic  remedies. 


SCURVY. 

(Scorbutus.) 

Definition. — A  disease  cliaracteri/.ed  by  marked  weak- 
ness, anemia,  hemorrhages  from  the  mucous  membranes  and 
into  the  skin,  ami  a  tendency  to  a  spongy  state  of  the  gums. 

Btiology. — The  ciiief  predisposing  causes  of  scur\y  in 
adults  are  unhygienic  surroundings  and  a  dietary  deficient 
in  fresh  vegetables. 

Symptoms. — These  include  anemia  with  great  weakness 
and  lassitude ;  spong\',  bleeding  gums  with  fetor  of  the 
breath  and  loosening  of  the  teeth  ;  subcutaneous  ccchymoses 
and  hemorrhages  from  tht-  mucous  membranes  ;  antl  brawn\' 
induration  of  the  muscles  in  various  parts  of  the  body  from 
a  sanguineous  transudation. 

An  infantile  form  of  scur\y  {Baritnvs  tUstuise)  sometimes 
follows  the  prolonged  use  of  condensed  milk,  sterilized  milk. 
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or  proprictar>'  foods.  The  characteristic  symptoms  arc: 
Asthenia,  anemia,  immobility  of  tlie  legs,  pseudoparalysis, 
extreme  tenderness,  swelling  without  pitting,  thickening  of 
the  bones  from  subperiosteal  hemorrhage,  ccchymoses, 
occasionally  spongy  gums,  and  a  tendency  to  epiphyseal 
fractures. 

Prognosis. — Favorable  in  its  earlier  stages. 
Treatment. — The  diet  should  include  fresh  vegetables — 
potatoes,  lettuce,  cabbage,  and  onions — with  several  ounces 
of  lemon-juice  daily.    Iron  is  of  service.    The  mouth  should 

L  be  cleansed  at  frequent  intervals  with  some  antiseptic  wash. 

I  In  infantile  scurvy  good  results  follow  the  use  of  fresh 

L  milk,  beef-juice,  and  orange-juice. 

^^_  HEMOPHILIA. 

^^^^^r  (Bleeder's  Disease ;  Hemorrhagic  Diathesis.) 

^H  Definition. — A  hereditary  disease,  characterized  by  a 
^^  tendency  to  bleed  excessively  from  slight  wounds  or  even 
spontaneously. 

etiology. — The  chief  cause  is  heredity.  It  is  more  com- 
mon in  males,  but  it  is  generally  transmitted  by  females,  even 
by  those  who  are  not  themselves  afflicted. 

Pathology. — The  exact  cause  of  the  hemorrhages  is  un- 
known. In  a  few  instances  the  walls  of  the  vessels  have 
been  found  unnaturally  thin  and  degenerated. 

Symptoms. —The  chief  symptom  is  free  and  persistent 
bleeding  after  trivial  injury.  Spontaneous  hemorrhages  from 
mucous  membranes  of  the  nose,  stomach,  bowel,  etc.,  and 
subcutaneous  extravasations  are  also  quite  common.  Tlie 
only  other  symptom  is  a  peculiar  inRammation  of  the 
joints,  resembling  rheumatism. 

Prognosis. — Unfavorable.  Grandidicr  states  that  one- 
half  die  before  the  eighth  year,  and  less  than  one-eighth 
survive  their  twenty-first.  In  some  instances  the  tendency 
is  outgrown. 

Treatment. — This  is  chieflv  protective  and  palliative. 
Bleeding  will  call  for  rest,  the  application  of  cold  compresses 
and  of  styptics,  and  the  administration  of  intenial  hemo- 
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statics.     The  drugs  most  worthy  of  confidence  are  gelatin, 
calcium  cMohd,  aiid  thyroid  extract. 

PURPURA  HAEMORRHAGICA. 

(Morbus  Maculosus  Werlhofli.j 

Definition. — A  disease  arising  without  obvious  cause, 
and  characterized  by  extravasation  of  blood  into  the  sub- 
cutaneous tissues  and  bleeding  from  the  mucous  membranes. 

Btiology. — The  cause  is  unknown.  An  infectious  origin 
is  not  unHkely.  The  disease  occurs  most  frequently  in  young 
adults,  especially  in  debilitated  girls. 

Symptoms. — The  onset  may  be  marked  by  moderate 
fever  (102^  to  103°  F.),  headache,  malaise,  and  |>ain  in  the 
limbs  ;  but  these  symptoms  may  be  absent,  and  the  disease 
ushered  in  with  a  copious  purpuric  eruption,  followed  by 
bleeding  from  the  mucous  membranes.  Anemia  and  its 
associated  phenomena  develop  in  severe   cases. 

Diagnosis. — Scurvy  is  to  be  distinguished  by  a  hislor>' 
of  dietetic  errors;  by  the  spongy  state  of  the  gums  ;  and  by 
the  brawny  induration  of  the  muscles.  Hemophilia  may  be 
recognized  by  tlie  family  history  and  the  tendency  to 
arthritis. 

Prognosis. — This  depends  on  the  severity.  Mild  cases 
reco\cr  in  from  one  to  two  weeks :  severe  cases  may  prove 
fatal  in  a  few  days  from  exhaustion  or  from  hemorrhage  into 
the  brain.     Relapses  are  not  uncommon. 

Treatment. — The  patient  should  be  put  to  bed  and 
placed  upon  a  nourishing  diet.  Among  the  many  remedies 
advocated  ergot,  turpentine,  tincture  of  ferric  chlorid.  caldum 
chlond.  and  gelatin  enjo)'  the  most  favor. 
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DISTURBANCES  OF  MOTION. 

These  consist,  fur  tlic  most  part.  o(  loss  of  power  or 
paralysis,  ami  manifestations  of  motor  excitation,  such  as 
convulsions,  choreiform  movements,  and  tremors. 

Paralysis. — The  paralysis  may  be  irregularly  distributed. 
or  it  may  involve  a  single  member,  when  it  is  termed  tfwpto- 
picgia  :  a  lateral  half  of  the  body,  when  it  is  termed  /tcmr- 
pUgia  :  or  the  body  from  the  waist  down,  when  it  is  termed 
parapUgia, 

Irregiilar  paralysis  may  result  from  : 

1.  iJisseminated  lesions  in  the  motor  areas  of  the  brain, 
whicli  are  common  !>'  syphilitic. 

2.  Lesions  in  the  basal  ganglia, — pons,  crura  cerebri, 
medulla. — when  it  is  often  associated  with  headache,  vom- 
iting, vertigo,  and  optic  neuritis. 

3.  Acute  poliomyelitis.  This  develops  abruptly  ;  it  occurs 
in  young  children ;  and  it  is  followed  by  rapid  improvement 
in  some  muscles  and  permanent  atrophy  and  paralysis  in 
others. 

4.  Chronic  poliomyelitis.  Tliis  develops  in  middle  life ; 
begins  in  the  small  muscles  of  the  hand ;  is  associated  with 
atrophy,  and  progresses  ver>'  slowly. 

5.  Idiopathic  mu.scular  atrophy.  This  commonly  develops 
during  adolescence;  involves  the  muscles  of  the  arm.  shoul- 
der, buttocks,  and  thigh ;  is  associated  with  atropliy  ;  and 
can  be  fr:^quently  traced  to  heredity. 

6.  Pseudumuscular  hypertrophy.  Tliis  develops  in  cJiil- 
dren  ;  is  associated  with  enlargement  of  the  affected  muscles  ; 
and  can  be  frequently  traced  to  heredity. 

MI 
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7,  Multiple  neuritis.  This  is  recognized  by  the  history,, 
pain,  disturbances  of  sensation,  and  tenderness  over  the] 
nerve-trunks. 

8.  Syrin;4oniyclia,  This  is  rare,  develops  during  ado- 
lescence, and  is  recognized  by  lateral  spinal  curvature, 
fibrillary  tremors,  atrophy  of  the  afiecled  muscles,  various 
trophic  disturbances,  and  a  loss  of  thcrniic  and  painful  sen- 
sations, whilL-  tactile  sensation  is  retained. 

Monoplegia  may  result  from : 

1.  A  focal  lesion  in  the  cortical  area  of  the  brain.  This 
may  be  recognized  by  the  history,  the  absence  of  wasting, 
of  sensory  disturbances,  and  of  the  reactions  of  degenera- 
tion. 

2.  A  lesion  of  the  peripheral  nerve,  from  traumatism,  neu- 
ritis, or  the  pressure  of  a  tumor.  Brachial  monoplegia  fre- 
quently results  from  the  pressure  of  the  head  on  the  arm 
during  sleep.  Monoplegia  of  peripheral  origin  is  recognized 
by  the  history,  the  wasting,  the  sensory  disturbances,  and 
the  presence  of  reactions  of  degeneration. 

3.  Hysteria.  This  may  be  recognized  by  the  history,  sex, 
and  temperament  ;  the  paroxysmal  character  of  the  paraly- 
sis ;  the  disturbances  of  sensation  ;  and  contractures  without 
atrophy  or  electric  disturbances. 

Facial  monoplt'gia  may  result  from  a  small  lesion  in  the 
facial  center  of  the  cortex  or  in  the  medulla;  or  from  in- 
volvement of  the  nerve  in  the  canal  of  the  temporal  bone; 
or  after  its  exit  from  the  stylomastoid  foramen. 

Facial  lUplegia  (double  fiicial  paralysis)  generally  results 
from  a  lesion  at  the  base  of  the  brain. 

Hemiplegia  may  result  from: 

1.  A  diffuse  lesion  of  the  motor  cortex.  The  paralysis  is 
on  the  opposite  side  of  the  body  and  is  unassociatcd  with 
anesthesia. 

2.  A  lesion  of  the  internal  capsule  or  the  adjacent  ganglia 
(corpus  striatum  and  optic  thalamus).  This  is  the  most 
common  sent  of  hemorrhage ;  the  paralysis  is  on  the  oppo- 
site side  of  the  body  and  is  rarely  asstKiated  with  anesthe.sia. 

3.  A  lesion  of  the  crus  cerebri.  This  frequently  produces 
hemiplegia  and  hemianesthesia  on  the  opposite  side,  and 
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paralysis  of  the  oculomotor  nerve  on  the  side  of  the  lesion, 
indicated  by  dilated  pupil,  strabismus,  and  ptosis. 

4.  A  lesion  of  the  pons.  This  frequently  produces  hemi- 
plegia and  hemianesthesia  on  the  opposite  side,  and  facial 
paralysis  on  the  side  of  the  lesion. 

5.  A  unilateral  lesion  high  in  the  cord  (very  rare).  This 
produces  a  sp;islic  paralysis  on  the  side  affected,  and  hemianes- 
thesia on  the  opposite  side  ("  Brown-Sequard's  paralysis  "). 

6.  Hysteria.  This  may  be  recognized  by  the  history,  sex, 
and  temperament ;  by  being  frequently  paroxysmal ;  by  its 
association  with  sensory  disturbances ;  by  the  absence  of 
wasting  and  of  abnormal  electric  reactions ;  and  by  the 
escape  of  the  facial  muscles. 

Paraplegia  may  result  from  : 

1.  Hemorrhage  into  the  cord  at  the  dorsal  region.  The 
paralysis  develops  abruptly,  ami  is  associated  with  complete 
anesthesia  and  involvement  *^i{  the  bladder  and  rectum. 

2.  Hemorrhage  into  the  membranes  of  the  cord.  The 
paralysis  develops  rapidly,  but  more  slowly  than  the  preced- 
ing ;  Is  associated  with  intense  tearing  pains  and  incomplete 
anesthesia. 

3.  Some  forms  of  multiple  neuritis.  This  may  be  recog- 
nized by  the  pains,  the  disturbances  of  sensation,  the  tender- 
ness over  the  ner\'e-trunks,and  the  absence  of  "  girdle  pain  " 
and  sphincter  involvement. 

4.  Fracture  of  the  vertebrae. 

5.  Acute  myelitis.  The  paralysis  develops  in  the  course 
of  a  few  days,  and  is  associated  with  anesthesia,  bed-sores, 
involvement  of  the  bladder  and  rectum,  loss  of  reflexes, and 
wasting  of  the  muscles. 

6.  l^ndry's  disease  (acute  ascending  paralysis),  This  de- 
velops in  the  course  of  a  few  days,  and  is  unassociated  with 
anesthesia,  wasting  of  the  muscles,  bed-sores,  or  sphincter 
involvement. 

y.  Chronic  myelitis.  This  develeps  over  several  years, 
and  is  associated  with  numbness  and  tingling,  increased 
reflexes,  involvement  of  the  bladder  and  rectum,  and  anes- 
thesia 

8.  Compression  of  the  cord  from  morbid  growths,  aneu- 
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rysm,  or  spinal  caries.  This  may  be  recognized  by  the  h 
tor>',  the  symptoms  of  the  primary  disease,  the  anesthesia 
or  hyperesthesia,  and  the  intense  pains  radiating  along  the 
line  of  the  spinal  nerves. 

9.  Lateral  sclerosis.  This  develops  slowly  and  is  asso- 
ciated with  a  spiistic  condition  of  the  muscles  and  with  in- 
creased reflexes,  and  lacks  sensory  disturbances. 

10.  Injury  of  the  brain  in  delivery  (spastic  paraplegia  of 
infants).  The  symptoms  resemble  lateral  sclerosis,  and  are 
often  associated  witli  imbeciHty  or  idiocy. 

11.  Hysteria.  This  may  be  recognized  by  the  history-, 
sex.  and  temperament  ;  by  being  frequently  paroxysmal ; 
and  by  tiie  absence  of  wasting  and  of  abnormal  electric  re- 
actions. 

12.  Caisson  disease  (divers' paralysis).  The  history  will 
establish  the  diagnosis. 

Convulsions. — A  convulsion  is  a  condition  in  which 
there  are  excessive  muscular  contractions,  continued  or  in- 
termittent, dependent  upon  an  involuntary  discharge  of 
motor  impulses  from  the  nerve-centers. 

Intermittent  contractions  are  termed  clonic;  continued 
contractions,  tonic. 

Convulsions  may  be  general  or  local.  The  term  spasm  is 
sometimes  applied  to  the  latter. 

Varieties  of  Convulaions. — Three  varieties  are  frequently 
made:  (1)  Epileptiform;  (2)  tetanic;  (3)  hysteroidal. 

Epileptiform  Convulsions. — In  this  form  there  is  uncon- 
sciousness, and  the  movements  are  for  the  most  part  clonic. 
Epileptiform  convulsions  may  result  from  : 

1.  Idiopathic  epilepsy.  This  condition  usually  develops 
before  the  age  of  twenty-five,  and  the  convulsions  are  gen- 
eral and  are  unassociatcd  with  any  definite  cause. 

2.  Organic  brain  disea.se.  In  this  condition  there  maybe 
a  histor)'  of  syphilis  or  of  injury';  the  convulsions  may  be 
local,  or  begin  as  such  and  become  general  ;  and  there  may 
be  concomitant  symptoms  of  cerebral  disease. 

3.  Toxic  agents  in  the  blood.  Alcoholism,  the  infectious 
fevers,  and  uremia  arc  frequently  associated  with  convulsions. 

4.  Reflex  irritation.     Such  convulsions  arc  usually  ob- 
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served  in  young  children,  and  result  from  gastric  irritation, 
an  adherent  prepuce,  intestinal  parasites,  or  teething. 

5.  Cerebral  anemia.  Such  convulsions  arc  sometimes 
seen  after  profuse  hemorrhage,  in  falty  heart,  and  in  poison- 
ing from  cardiac  paralyzants  like  aconite  and  vcratrum 
viridc. 

Eclampsia. — This  term  is  applied  to  a  sudden  attack  of 
convulsions,  the  result  of  a  temporary  cause,  such  as  the 
convulsions  of  childhood  resulting  from  reflex  irritation,  and 
the  convulsions  of  pregnancy  resulting  from  toxic  materials 
retained  in  the  blood. 

Tetanic  Con^'ulsions. —  [n  this  form  the  discharges  emanate 
from  the  spinal  cord,  and  are  not  associated  with  a  loss  of 
consciousness.     Tetanic  convulsions  may  result  from: 

1.  Tetanus.  This  may  be  recognized  by  the  history  of  a 
wound,  the  tonic  character  of  the  convulsions,  the  early  in- 
volvement of  the  jaw.  and  the  absence  of  fever. 

2.  Spinal  meningitis.  This  may  be  recognized  by  the 
exquisite  pain  in  the  back.  Kemig's  sign,  disturbances  of 
sensation,  fever,  and  late  involvement  of  the  jaw. 

3.  Str\'chnin-poisoning.  This  may  be  recognized  by  the 
history,  the  intermittent  character  of  the  convulsions,  the 
absence  of  fever,  and  the  escape  of  the  muscles  of  the  jaw 
until  very  late. 

4.  Tetany.  In  this  condition  the  extremities  are  chiefly 
involved ;  the  convulsions  are  intermittent,  and  can  be  pro- 
duced by  pressure  on  the  nerves  and  arteries  of  the  affected 
limbs 

Hystcroidal  Convulsions. — These  are  manifestations  of 
hysteria,  and  in  them  consciousness  is  only  partially  or 
apparently  lost.  They  are  not  preceded  by  an  aura,  but 
sometimes  by  a  sensation  as  of  a  ball  in  the  throat — the  "  glo- 
bus hystericus";  the  eyes  arc  partially  closed;  conscious- 
ness is  not  actually  lost ;  the  face  is  often  expressive  of 
some  emotion  ;  the  tongue  is  not  bitten ;  the  movements 
are  usually  tonic,  and  if  clonic,  appear  purposive;  and  the 
paroxysm  is  of  long  duration. 

Local  Convulsions  or  Spasms. — Spasm  of  the  face  may  re- 
sult from — (I)  A  cortical  lesion  in  the  inferior  portion  of  the 
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ascending  frontal  convolution  ;  (2)  from  tk  coMVuisif — a  con- 
dition occurring  in  young  children  affecting  the  facial  and 
neighboring  muscles,  ami  associated  with  mimicry,  a  ten- 
dency to  repeat  vulgar  phrases,  and  various  mental  disturb- 
ances;  (3)  from  habit  (habit  chorea);  and  sometimes  from 
(4)  tiv  douloHr€UX — neuralgia  of  the  fifth  nerve. 

Temporary  spasms  of  oitc  anit  or  one  /c^  are  usually  mani- 
festations of  Jacksonian  epilepsy  (focal  epilepsy),  but  they 
sometimes  result  from  hysteria. 

Spasm  of  the  hand  developing  xvhen  the  member  is  put  to 
use  may  result  from  writers*  cramp,  Thomsen*s  disease,  or 
hysteria. 

Spasm  of  the  eervieal  muscles  (wry-neck,  torticollis)  may 
result  from  congenital  shortening  of  the  sternomastoid. 
myalgia,  hysteria,  caries  of  the  vertebra;,  or  the  irritation  of 
enlarged  cervical  glands. 

Spasms  of  /he  lart'nx,  esophagus,  and  diaphragm  (hiccup) 
have  already  been  discussed. 

Saltatory  Spasm. — This  term  is  employed  to  designate  a 
condition  allied  to  hysteria,  in  which  a  violent  spasm  seizes 
the  muscles  of  the  leg  as  soon  as  the  feet  touch  the  ground, 
and  as  a  result  the  patient  is  thrown  violently  into  the  air. 

Salaam  Convulsions. — These  consist  of  violent  paroxysmal 
bobbing  movements  of  the  head  or  trunk,  and  may  be  asso- 
ciated with  hysteria,  chorea,  or,  rarely,  organic  brain  disease. 

Choreiform  Movements. — These  are  coarse,  jerky, 
irregular,  involuntary  movements  which  more  or  less  simu- 
late purposive  movements.     They  may  result  from  : 

1.  Idiopathic  chorea  (St.  Vitus's  dance).  This  disease  is 
seen  in  children;  is  usually  mild ;  runs  a  course  of  several 
weeks ;  and  is  prone  to  be  followed  by  endocarditis. 

2.  Chorea  insaniens.  A  grave  disease  occurring  in  adults, 
especially  pregnant  women,  and  characterized  by  violent 
movements,  delirium,  and  fever. 

3.  Huntingdon's  chorea  (chronic  chorea).  An  affection 
occurring  in  adult  life,  generally  hereditary,  and  character- 
ized by  irregular  movements,  disturbance  of  speech,  and  in- 
creasing dementia. 

4.  Organic   brain    disease.     Choreiform    movements  are 
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frequently  observed  in  cerebral  palsies  of  children  ;  they  may 
also  develop  on  one  side  of  the  body  before  an  attack  of 
apoplexy  (prchemiplcgic  chorea),  or  in  the  paralyzed  mem- 
bers after  the  hemorrhage  (posthemiplegic  chorea). 

5.  Peripheral  irritation.  Choreiform  movements  some- 
times develop  in  pregnancy,  and  arc  occasionally  noted  in 
stumps  after  amputation. 

6.  Habit.  Children  frequently  acquire,  through  constant 
repetititin  or  miniicr)\  choreiform  movements  which  may 
last  indefinitely. 

7.  Hysteria.  The  marked  rhythmic  character  of  the 
movements  and  the  history  will  aid  in  the  recognition  of 
hysteric  chorea. 

8.  Disseminated  cerebrospinal  sclerosis.  This  disease 
usually  induces  tremors^  but  not  uncommonly  the  move- 
ments arc  choreiform.  The  increased  reflexes,  the  nystag- 
mus, the  loss  of  power,  the  spastic  gait,  and  the  impairment 
of  intellect  will  aid  in  its  recognition. 

9.  Paramyoclonus  multiplex,  A  \cxy  rare  disease,  of 
unknown  origin,  characterized  by  continued  or  paroxysmal 
choreiform  movements  which  develop  (»r  increase  under  ex- 
citement or  muscular  effort. 

Athetosis. — This  term  was  employed  by  Hammond  lo 
designate  certiiin  movements  occurring  chiefly  in  the  hands 
and  feet,  and  characterized  by  slow  twisting,  intertwining, 
separation,  and  extension  of  the  fingers  and  toes.  Athetosis 
is  frequently  observed  in  the  cerebral  palsies  of  children, 
and  it  occasionally  occurs  in  adults  as  a  result  of  lesions  in 
the  basal  ganglia. 

Tremors. — A  tremor  is  a  fine  vibratory  movement  due 
to  the  alternate  contraction  and  relaxation  of  antagonistic 
muscles.    Tremors  are  observed  in  the  following  conditions: 

1.  They  may  exist  from  birth  unassociatcd  with  other 
symptoms. 

2.  They  may  depend  upon  a  lowered  tone  of  the  nervous 
system,  being  frequently  observed  in  neura.<¥thenia  and  in  the 
convalescence  from  acute  disease. 

3.  They  may  be  toxic,  resulting  from  alcoholism  or  mer- 
curial poisoning. 
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4,  They  may  be  due  to  old  age. 

5.  They  arc  frequently  a  symptom  of  organic  disease  nf 
the  brain  and  cord;  as  such,  Iht-y  are  met  with  in  paretic 
dementia,  and  especially  in  disseminated  sclerosis. 

6,  They  may  be  the  chief  symptom  in  paralysis  agitans. 

7.  They  ma>'  he  hj'stcrical. 

The  Gait. — The  Ataxic  Gait. — In  locomotor  ataxia  the 
patient  nu'ses  the  foot  high,  throws  it  forward,  and  brings  It 
down  suddenly,  so  that  the  whole  sole  comes  in  contact  with 
the  floor  at  once. 

Spastic  Gait. — In  spastic  paraplegia  the  movements  are 
stiff,  the  knees  come  together,  the  leg  drags  behind,  and  the 
toe  catches  the  ground. 

Festination. — This  term  is  applied  to  the  gait  of  advanced 
paralysis  agitans ;  In  walking,  the  body  inclines  more  and 
more  forward,  and  the  steps  grow  faster  and  faster  until  the 
patient  falls,  straightens  himself  by  a  supreme  effort,  or  finds 
support  in  some  neighboring  object. 

Steppage  Gait. — In  chronic  multiple  neuritis  the  patient 
raises  the  foot  high,  turns  the  toe  up,  and  brings  the  heel 
down  first. 

The  Gait  of  Pseudomnscular  Hypertrophy. — The  feet  are 
wide  apart,  the  hel!\'  protrudes,  and  the  movements  are 
clumsy  and  waddling. 

Titabation. — This  term  is  applied  to  the  peculiar  gait  ob- 
served in  lesions  of  the  cerebellum.  It  resembles  the  gait 
of  locomotor  ataxia,  but  is  much  more  staggering,  the  body 
swaying  like  that  of  a  person  intoxicated.  With  the  ataxia 
there  is  a  marked  vertigo,  which  usually  disappears  when 
the  patient  lies  down. 

The  Reflexes. — The  Knee-jerk,  or  Patellar  Tendon  Reflex. 
— This  is  obtained  by  tapping  the  quadriceps  tendon  between 
its  insertion  and  the  patella  while  the  leg  is  crossed  over  its 
fellow. 

Tht'  knee-jerk  is  increased  in  the  following  conditions : 

1.  Frequently  in  organic  disease  of  the  cerebrum,  probably 
from  irritation  of  the  cord. 

2.  In  incomplete  lesions  of  the  cord  above  the  lumKir 
enlargement 
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_.  In  disseminated  cerebrospinal  sclerosis  and  in  lateral 
sclerosis. 

4.  In  irritability  of  tlic  cord,  as  in  mania,  hysteria,  strych- 
nin-poisoning, and  spinal  meningitis. 

The  knee-jerk  is  diminished  or  absent  in  the  following  con- 
ditions : 

1.  Degeneration  of  the  muscle,  as  in  pseiidomuscular 
hypertrophy. 

2.  In  lesions  of  the  nerves  which  cut  oflfthe  impulse  from 
the  cord — as  neuritis. 

3.  In  lesion  of  the  posterior  columns  of  the  cord,  as  in 
locomotor  ataxia. 

4.  In  poliomyelitis,  both  acute  and  chronic. 

5.  In  advanced  myelitis,  when  the  cord  is  sufficiently 
injured. 

6.  In  exhaustion  of  the  spinal  centers,  as  after  prolonged 
laborious  work. 

7.  In  poisoning  from  drugs  that  depress  the  cord,  as  anti- 
mony, chloral,  etc. 

Ankle-clonus. — This  consists  of  vibrator\'  movements  of 
the  foot,  obtained  by  supporting  the  tendo  Acltillis  wnth  one 
hand,  while  the  fool  is  strongly  flexed  with  the  other.  It  is 
rarely  obtainable  in  health  ;  it  is  marked  in  lateral  sclerosis, 
and  is  occasionally  present  in  hysteria. 

Arm-jerk. — This  is  obtained  by  striking  the  biceps  tendon 
at  the  elbow,  or  the  triceps  tendon  above  the  olecranon. 

Jaw-jerk. — This  is  obtained  by  tapping  the  jaw  while  the 
mouth  is  partially  open. 

Babinsklft  Reflex. — This  consists  in  extension  of  the  great 
toe  instead  of  flexion  when  the  sole  of  the  foot  is  tickled. 
It  is  often  normally  present  in  infants.  In  adults  it  is  sug- 
gestive of  some  disturbance  of  the  pyramidal  tracts — menin- 
gitis, tumor,  hemorrhage,  amyotrophic  lateral  sclerosis,  etc. 

The  Superficial  Reflexes. — These  are  probably  true  reflexes, 
and  consist  in  muscular  contractions  resulting  from  irritation 
of  the  skin. 

The  following  table  is  based  upon  the  description  given 
by  Ross  in  his  Handbook  of  Nervous  Diseases: 


3;o 

Thk  Kfjikx. 

I'LANTAR 

Gluteal    .   . 

CREMAsruku: 

Ahikimimal    . 

KritiA-siRic 

ERECIOR   SPlN-t 
SCAHTLAK    .     . 

t'ALMAR   .     .    . 
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Dki'rnhs  cms  Intrgrityi 

The   luwer  end  of  !hc   Cc 

(corus  nicdull.im). 
Lix)f»  through  the  fourth 

fifth  lumbar  iicrvefi. 
Kic&i    and    Mcond    p»r» 

luuibttr  nerve*. 

The   arcs  from  the  eighth 

the  twelfth  dnrsat  nerves. 
The  arcs  from  the  fourth  to 

the  seventh  |^>air&  uf  dorvil 

nerves. 
The  arcs  in  the  doraal  region 

of  the  cord. 

The  arcs  of  the  upper  Iwo 
or  three  dorsal  and  the 
lower  two  or  three  ccnrical 
nerves. 

The  arcs  through  the  greater 
pari  of  the  cervical  enlarge- 
mcoL 


The  chief  cranial  reflexes  are  contraction  of  the  palatal 
muscles  by  irritation  of  the  fauces  ;  sneezing,  by  irritation 
of  the  nares;  cough,  by  irritation  of  the  Iar)*nx ;  closure  of 
tlie  eyelids,  by  irritation  of  the  conjunctiva  ;  and  contraction 
of  tlie  iris,  by  light. 

Paradoxic  Contraction  (Wt$tphat\ — This  is  a  peculiar 
phenomenon  consisting  of  a  tetanic  contraction  of  the  tibialis 
anticus,  lasting  for  several  minutes,  and  induced  by  forcibly 
flexing  the  foot  on  the  leg.  Its  cause  is  unknown.  It  has 
been  observed  in  early  locomotor  ataxia,  multiple  sclerosis, 
hysteria,  and  paralysis  agitans. 


PROIJUCKD   HY 

Tickhng  the    sole   of   ihc 

foot. 
Stimulating    the    skin    over 

the  Iniltock. 
Stimulating     the    skin    on 

the    inner    side    uf    the 

thigh. 
Stivking  the   skin    on    the 

side  of  the  abdonitrn. 
Stimulating  the  tides  i>f  ihc 

chebt  in  the  fifth  niid  Mxlh 

inlercoht.ll  spares. 
Irritation  from  the  angle  of 

the  scapula   to  the  iliac 

crest. 
Irritation   of    the    scapular 

region. 


Tickhng  (be  palm. 
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DISTURBANCES  OF  SENSATION, 

These  consist  chiefly  in  a  loss  of  sensation — anesthesia: 
increased  sensation — /lyfercsilusia ;  certain  abnormal  sensa- 
tions— parfsthaur;  and  subjective  painful  sensations — ncu- 
ralg'ias. 

Anesthesia. — Ordinary  cutaneous  sensibility  may  be 
tested  by  the  prick  of  a  pin,  by  a  pinch,  or  by  the  faradic 
current. 


DfSTi'RBANCES  OF  SE\'SAT/0^r. 


37T 


Anesthesia  results  from  interruption  of  the  sensory  tract 
in  the  nerves,  as  by  neuritis;  from  interruption  of  the  sensory 
tract  in  the  cord  or  brain ;  from  organic  disease  of  the  sensory 
area  of  the  brain;  from  the  action  of  toxic  substances  on 
the  nerves  or  centers  ;  from  certain  functional  conditions  like 
hysteria ;  and  from  reflex  irritation. 

Hemianesthesia. — A  loss  of  sensation  in  a  lateral  half  of 
the  body.     It  may  result  from  : 

1.  H\'steria.  This  is  often  unassociated  with  paralysis  of 
motion,  and  may  be  recognized  by  the  history,  sex,  and 
temperament  of  the  patient ;  by  the  paroxysmal  character 
of  the  anesthesia ;  and  by  exclusion  of  other  causes. 

2.  A  unilateral  lesion  high  in  the  cord.  This  is  ver>'  rare, 
and  may  be  recognized  by  being  associated  with  hemiplegia 
on  the  opposite  side. 

3.  A  lesion  of  the  medulla  (very  rare).  The  hemianes- 
thesia is  usually  associated  with  hemiplegia,  paralysis  of  the 
cranial  nerves,  difficult  swallowing,  and  cardiac  and  respira- 
tory disturbances. 

4.  A  lesion  in  the  pons..  The  hentiancsthesia  is  often 
associated  with  hemiplegia  on  the  same  side  and  facial  palsy 
on  the  opposite  side. 

5.  A  lesion  in  the  crus  or  peduncle.  The  hemianesthesia 
is  often  associated  with  hemiplegia  on  the  same  side  and 
paralysis  of  the  oculomotor  nerve  on  the  opposite  side. 

6.  A  lesion  of  the  posterior  limb  of  the  internal  capsule 
or  of  the  optic  thalamus  pressing  on  the  capsule. 

7.  A  lesion  of  the  occipital  cortex. 
Monajiesthesia. — A  loss  of  sensation  in  one  member.     It 

may  result  from  hysteria,  from  a  focal  lesion  of  the  occipital 
cortex,  or  from  a  lesion  of  the  nerves  supplying  the 
member. 

Paranesthesia. — A  loss  of  sensation  in  all  parts  below 
the  waist.  It  may  result  from  hysteria,  organic  diseases  of 
the  cord,  neuritis  of  the  lower  extremities,  or  reflex  irri- 
tation. 

Thermo-anestbesia. — Insensibility  to  heat  or  cold  occur- 
ring  as  an  independent  condition.  It  is  sometimes  observed 
in  hysteria  and  syringomyelia. 
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Analgesia. — Insensibility  to  pain.  It  is  sometimes  ob- 
served in  hysteria  and  in  certain  organic  diseases  of  the 
spinal  cord,  csjxrcially  syringomyelia. 

Retardation  of  Sensations. — This  is  frequently  observed  in 
all  forms  of  anesthesia,  but  especially  in  the  anesthesia  of 
locomotor  ataxia. 

The  Sense  of  Space. — The  distance  at  which  two 
points  of  contact  can  be  recognized  as  two  points.  Nor- 
mally the  distance  varies  in  different  parts  and  in  different 
individuals, 

On  the  cheek  it  is  i  i-t;  niillimcters. 

On  the  forehead,  22  njillimelers. 

On  the  forearm,  40  millimeters. 

On  the  chest,  45  millimeters. 

On  the  thigh  and  upper  arm,  68  millimeters. 

On  the  leg,  40  millimeters. 

On  the  palm  of  the  hand,  8-12  millimeters. 

On  the  back  t>f  the  hand,  31  millimeters. 

Hyperesthesia  is  increased  insensibility  to  external 
pressions. 

It  is  commonly  observed  in  hysteria,  especially  in  con- 
nection with  the  joints,  breasts,  genitalia,  and  spine.  It  is 
also  observed  in  neurasthenia  and  in  beginning  inflamma- 
tion of  the  ner\'es  and  of  the  cerebrospinal  meninges. 

Paresthesia. — This  term  is  used  to  indicate  certain  dis- 
agreeable subjective  phenomena,  such  as  numbness,  tingling, 
itching,  creeping,  prickling,  etc. 

Paresthesia  is  observ^ed  in  many  conditions,  as  hysteria, 
spinal  sclerosis,  neurasthenia,  and  injury  or  inflammation  of 
the  nerves. 

Girdle  Sensation. — The  sense  of  having  a  girdle  or  tight 
band  around  the  trunk.  It  is  frequently  observed  in  spinal 
sclerosis. 

Neuralgia. — This  consists  of  paro.xysnis  of  .severe  pain 
radiating  along  the  line  of  the  nerve-trunks.  The  pain  i.s 
relieved  by  pressure,  but  there  are  tender  spots  \f>oiftfs 
douloureux)  where  the  nerve  makes  its  exit  from  bony  canab 
or  muscular  coverings. 

Lighining-pains, — This  term  is  applied  to  the  sharp  land- 
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nating  pains  observed  in  locomotor  ataxia.  They  usually 
occur  in  the  extremities,  and  may  be  mistaken  for  rheunia- 
tisni. 

Causalgia. — This  term  has  been  applied  by  S.  Weir 
Mitchell  to  an  intensely  burning  sensation  generally  observed 
in  "  glossy  skin." 

Pressure  Sense. — By  this  sense  the  amount  of  pressure 
exerted  on  a  given  part  of  the  body  Ls  determined.  It  may 
be  tested  by  placing  upon  the  palms  or  fingers  objects  of 
the  same  bulk  but  of  different  weight,  the  hands  being 
supported  upon  a  table. 

Muscular  Sense. — This  is  the  sense  by  which  weight, 
muscular  effort,  and  position  are  determined.  It  is  often 
defective  in  hysteria,  loconiotor  ataxia,  and  in  many  forms 
of  paralysis, 

DISTURBANCES  OF  NUTRITION. 

These  consist  in  atrophy  of  the  muscles,  changes  in  elcc- 
tromuscular  contractility,  tissue  metamorphoses,  and  in  cer- 
tiiin  abnormalities  of  the  appendages. 

Muscular  Atrophy. — Atrophy  or  wasting  of  the  muscles 
results  from  : 

1.  Inactivity.  Cerebral  palsies  may  thus  be  associated 
with  sUnv  wasting. 

2.  Lesions  of  the  cells  in  the  anterior  gray  horns  of  the 
cord,  as  in  acute  and  chronic  poliomyelitis. 

3.  Lesions  of  the   nerx'es,  such  as  neuritis  or  traumatism. 

4.  Certain  diseases  of  the  muscles  themselves,  as  idio- 
pathic muscular  atrophy. 

The  atrophy  that  attends  chronic  affections  of  the  joints 
probiibly  results  from  neuritis. 

The  Reaction  of  Degeneration. — In  muscular  paral- 
ysis there  may  be  simply  diminished  electric  excitability. 
This  is  termed  a  qumttitatk'c  cliange.  In  some  cases,  how- 
ever, there  is  a  complete  reversal  of  the  normal  phenomena, 
*I  his  is  termed  a  quaiiiatk'c  change  or  the  reactwn  of  tic- 
getumtioH. 

The  reactions  of  degeneration  are  obtained  with  the  gal- 
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vank  currait  applied  to  muscles  in  the  advanced  stage  of 
degcftcration. 

The  subjoined  tabic,  setting  fori!)  tlic  elcctromuscular 
phenomena  in  liealtli  and  disease,  follows  closely  the  descrip- 
tion of  II.  C  Wood ; 

The  anode — the  positive  pole;  the  catliode — the  nejja- 
tivc  pole.  When  a  galvanic  current  of  moderate  strength 
is  employed  and  the  cathode  is  placed  over  the  normal 
muscle,  a  strong  contraction  occurs  when  the  circuit  is 
closed  ;  when  the  anode  is  placed  over  the  muscle  the  con- 
traction is  much  less;  in  neither  case  is  there  any  contrac- 
tion when  the  current  is  broken.  When  a  strong  current  is 
used,  contractions  are  produced,  and  the  anodal  contraction 
is  greater  than  the  cathodal.  Tlic  reaction  of  degeneration 
consists  in  a  reversal  of  these  phenomena. 

Normal  muscle, 

Anodal  closing  contraction  (AnCIC)  is  less  than  the 
cathodal  closing  contraction  (CaClC). 

Anodal  opening  contraction  (AnOC)  is  greater  than  the 
cathodal  opening  contraction  (CaOC). 

Afnscle  in  first  stage  of  degeneration, 

Anodal  closing  contraction  (AnClC)  equals  the  cathodal 
closing  contraction  (CaClC). 

Anodal  opening  contraction  (AnOC)  equals  the  cathodal 
opening  contraction  (CaOC). 

Muscle  in  advanced  stage  of  degeneration, 

Anodal  closing  contraction  (AnCIC)  is  greater  than  the 
cathodal  closing  contraction  (CaClC). 

Anodal  ojjening  contraction  (AnOC)  is  less  than  the 
cathodal  opening  contraction  (CaOC). 

The  reactions  of  degeneration  are  observed  in  diseases 
which  destroy  the  trophic  cells  in  the  anterior  gray  homs 
of  the  cord  or  which  cut  off  their  influence.  Thus  they  are 
observed  in  acute  and  advanced  chronic  poliomyelitis,  in 
acute  central  myelitis,  in  severe  neuritis,  and  after  section 
or  compression  of  the  nerves. 
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Arthropathies. — An  arthropathy  is  a  degenerative  affec- 
tion of  the  joints,  characterized  by  marked  swelhng  due  to 
effusion,  erosion  of  the  cartilages,  relaxation  and  calcifica- 
tion of  the  ligaments,  and  atrophy  of  tlic  heads  of  the 
bones.  Arthropathies  are  observed  in  certain  organic  dis- 
eases of  the  spinal  cord,  more  especially  in  locomotor  ataxia 
and  syringomyelia.  Some  regard  the  joint  phenomena  of 
rheumatoid  arthritis  as  belonging  to  tins  class. 

Ulceration  Resalting:  from  Perverted  Nutrition. — 
Acttfc  Decubitus, — This  term  is  applied  to  ulcers  appearing 
in  a  few  hours  or  days,  on  parts  subjected  to  pressure,  after 
the  occurrence  of  a  severe  cerebral  or  spinal  lesion. 

Chronic  Decubitus, — This  term  is  applied  to  the  ulcers 
which  ultimately  appear  on  parts  subjected  to  pressure  in 
the  course  of  chronic  spinal  affections. 

Perforating  Ulcer  of  the  Foot. — This  term  is  applied  to  an 
undermining  ulcer  of  the  foot  most  commonly  observed  in 
locomotor  ataxia.  It  frequently  penetrates  the  deep  struc- 
tures and  involves  the  bones. 

Symmetric  Gangrene  i^Rayfiauii' s  Disease). — This  is  a  gan- 
grenous affection  involving  the  fingers,  toes,  tip  of  the  nose, 
or  ears.  It  arises  spontaneously,  and  is  probably  due  to  a 
vasomotor  spasm. 

Trophic  Affections  of  the  Skin. — Herpes,  scleroderma, 
vitiligo,  chloasma,  and  the  '*  glossy  skin"  following  injuries 
of  the  ncn-e-trunks  are  illustrations  of  this  class  of  trophic 
phenomen.T. 

Trophic  Affections  of  the  Hair  and  Nails. — After  injury  of 
the  nerves  and  in  neuritis  the  nails  often  become  dry,  brittle, 
and  cracked.  Under  similar  conditions  there  may  be  a  loss 
of  hair,  an  overgrowth  of  hair,  or  a  change  in  the  color  of 
the  hair. 


DISTURBANCES  OF  CONSaOUSNESS- 


t    Coma.— Coma  is  a  state  of  prolonged  unconsciousness, 
somewhat  resembling  sleep,  from  which  the  patient  cannot 
be  aroused. 
Temporary  unconsciousness  due  to  anemia  of  the  brain 
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is  termed  syncopt\  It  may  be  recognized  by  the  extreme 
pallor,  weak  pulse,  and  feeble  heart-sounds.  Coma  may 
result  from : 

1.  Traumatis7tt. — This  can  be  recognized  only  by  the  his- 
tory or  the  local  evidence  of  injury. 

2.  Organii'  Disease  of  the  Bram. — The  most  common 
cause  under  this  head  is  apoplexy,  which  may  be  recognized 
by  the  history,  the  age,  the  condition  of  the  arteries,  and 
by  evidences  of  paralysis,  such  as  stertorous  breathing,  un- 
natural relaxation  or  rigidity  on  one  side  of  the  body,  con- 
jugate deviation  of  the  eyes,  and  a  higher  temperature  in 
one  axilla. 

3-  Epilepsy. — The  coma  of  epilepsy  is  usually  of  short 
duration.  It  may  be  recognized  by  the  histor}',  by  the 
bloody  saliva,  by  the  presence  of  scars  on  the  tongue  from 
previous  attacks,  and  by  the  exclusion  of  other  causes. 

4.  Thermic  Fci'cr  i^Suustrokc). — The  temperature  of  the 
day  or  of  the  room  in  which  the  patient  is  found,  the  ex- 
tremely high  body-temperature,  and  the  absence  of  other 
causes  will  usually  prevent  an  error  in  diagnosis. 

5.  drtain  Drugs. — Under  this  head  come  alcoholistn  and 
opium-poisoning.  In  alcoholism  the  patient  can  generally  be 
aroused  by  shouting  in  the  ear,  there  is  the  odor  on  the 
breath,  and  there  is  an  absence  of  other  causes. 

In  opium- poisoning  tlie  pupils  are  small,  the  respirations 
are  slow,  the  temperature  is  normal  or  subnormal;  there 
may  be  the  odor  of  laudanum  on  the  breath.  The  diagnosis 
will  be  aided  hy  the  exclusion  of  other  causes. 

6.  Uremia, — In  this  condition  there  is  a  urinous  odor  to 
the  breath;  the  aortic  .second  sound  is  accentuated;  the 
urine  is  scanty  and  contains  albumin;  the  temperature  may 
be  above  or  below  normal ;  the  pupils  are  usually  small  and 
equal,  and  there  is  no  evidence  of  other  cause. 

7.  The  Infectious  Tet'crs. — The  history  is  sufficient  to 
make  the  diagnosis.  Pernicious  malarial  fever  may  produce 
sudden  coma,  and  in  this  condition  the  examination  of  the 
blood  affords  conclusive  evidence. 

8.  Hysteria. — The  history,  age,  and  sex  of  the  patient  and 
the  absence  of  other  cause  will  suggest  the  condition. 
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9.  Acetonemia. — Diabetic  coma  may  be  recognized  by  the 
history,  the  sweetish  odor  of  the  breath,  the  glycosuria,  and 
the  subnormal  temperature. 

Trance. — In  this  condition  the  patient  lies  for  several 
days  apparently  dead,  the  pulse  and  respiration  being  im- 
perceptible.    It  is  usually  a  manifestation  of  hysteria. 

Somnambtilism. — This  is  a  dream-like  state  in  which 
the  patient  performs  automatically  various  feats,  such  as 
walking,  singing,  writing,  etc.  Mild  forms,  such  as  talking 
and  walking  in  sleep,  may  occur  in  health.  More  marked 
manifestations  occur  in  hysteria  and  in  hypnotism. 

Ecstasy. — This  is  a  condition  of  apparent  insensibility  in 
which  the  mind  is  wholly  absorbed  with  a  fancy  or  delusion. 
It  occurs  in  the  hysteric.  The  dancing  mania  of  the  middle 
ages  is  a  good  illustration  of  it, 

CatalepSy.^This  is  a  state  of  motor  inertia,  the  hmbs 
tending  to  remain  for  long  periods  in  any  position  in  which 
they  are  placed.  During  the  attacks  the  patient  is  appar- 
ently insensible  to  external  impressions.  It  occurs  in 
hysteria,  hypnosis,  certain  psychoses  (melancholia  attonita), 
and  rarely  in  organic  brain  disease. 

DISTURBANCES  OF  THE  SPEOAL  SENSES. 

The  Eye. — Myosis.  —  Contraction  of  the  pupil  occurs 
in  many  conditions,  notably  in  locomotor  ataxia,  paretic 
dementia,  some  cases  of  disseminated  sclerosis,  meningitiSi 
cerebral  tumor,  old  age,  uremia,  and  opium-poisoning. 

Mydriasis, — Dilatation  of  the  pupil  is  also  observed  in 
many  conditions,  notably  in  atrophy  of  the  optic  nerve, 
paralysis  of  the  third  nerve,  collapse,  severe  pain,  epileptic 
seizures,  hysteric  attacks,  belladonna-poisoning,  and  in  some 
cases  of  locomotor  ataxia  and  paretic  dementia. 

inequality  of  the  Pupils, — This  may  occur  in  health,  in 
ocular  defects,  in  organic  brain  disease,  in  paretic  dementia, 
in  locomotor  ataxia,  in  aneur^-sm  pressing  on  the  cervical 
sympathetic,  and  in  unilateral  paralysis  of  the  oculomotor 
ner\'e. 

Argyll' Robertson  Pupil, — This  is  one  that  fails  to  respond 
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to  light,  but  slill  accommodates  for  ilistince.  It  is  noted 
especially  in  locomotor  ataxia  and  paretic  dementia. 

Conjugate  Dn'iation  of  the  Jiyes. — Tlii.s  tenn  is  applied  to 
the  rotation  of  both  eyes  awaj*  from  the  median  line.  It  is 
noted  especially  in  apoplexy  and  in  convulsions  of  organic 
brain  disease. 

Nystagmus  {Tremor  of  the  Eyeball). — It  may  be  congeni- 
tal, associated  with  certain  ocular  troubles,  or  due  to  disease 
of  basal  ganglia.  It  is  especially  frequent  in  disseminated 
sclerosis  and  F'ricdrcich's  ataxia, 

Optie  Neuritis  or  Papillitis. — An  inflammator\'  affection  of 
the  intra-ocular  end  of  the  optic  nerve.  The  term  "  choked 
disk  '■  is  used  to  designate  the  condition  when  it  is  accom- 
panied with  marked  swelling.  Its  chief  causes  are;  Tumor 
of  the  bniin,  cerebral  meningitis,  syphilis,  toxic  agents  (lead 
and  alcohol),  infectious  fevers,  anemia,  and  Brighl's  disease. 

Atrophy  of  the  Optie  Nen-e, — As  a  primar}'  affection  it  is 
most  commonly  observed  in  locomotor  ataxia  and  paretic 
dementia.  Secondary  atrophy  results  from  pressure  of 
tumors,  aneur>'sms,  etc.,  on  the  optic  chiasm.  Consecutive 
atrophy  is  a  sequel  of  optic   neuritis. 

The  Ear, —  Tiuuitus  Aurium  (Noises  iu  the  Ear). — This 
is  observed  in  cerebral  hj'pereniia  and  anemia,  in  diseases  of 
the  car,  in  Meniere's  disease,  and  after  the  use  of  certain 
drugs,  like  quinin  and  salicylic  acid. 

Hyperaeusis  of  Hearing. — This  is  sometimes  observed  in 
hysteria,  in  facial  paralysis,  and  in  cerebral  Iiypercmia. 

Deafness  generally  depends  upon  disease  of  the  ear  itself. 


Delusion. 

subject  capabi 
person  cannot 
being  (Wood). 
A  systemati 
to  defend  by 
Systematized 
mania. 


PSYCHIC  DISTURBANCES. 

—A  delusion  is   a   faulty  belief  concerning 
e  of  physical  demonstration,  out  of  which  the 
be  reasoned  by  adequate  methods  for  the  time 

ceif  delusion  is  one  which  the  patient  endeavors 
a  process  of  reasoning  more  or  less  logical, 
delusions  are  especially  observed  in   mono- 
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An  unsysUmatiztd  MusUm  is  one  which  the  patient  makes 
no  attempt  to  justify  ;  he  asserts  his  belief  without  reason. 
The  majority  of  delusions  arc  unsystematized,  and  as  such 
are  observed  in  most  forms  of  insanity, 

A  fixed  dilusion  is  one  which  tlie  patient  retains  for  a  con- 
siderable length  of  time ;  it  is  frequently  systematized. 
Fixed  delusions  are  obscr\'ed  in  monomania,  paretic  de- 
mentia, hysteric  insanity,  and  sometimes  in  melancholia. 

An  txpansive  delusion  or  a  dtlusion  of  grandeur  is  one 
which  exalts  its  possessor.  The  patient  conceives  that  he 
is  some  noted  personage,  that  he  is  worth  millions  of  dollars, 
or  that  he  is  capable  of  performing  certain  mar\elous  feats. 
Expansive  delusions  are  frequently  observed  in  paretic  de- 
mentia, mania,  and  hysteric  insanity. 

A  hypockcmdriacal  delusion  is  one  which  depresses  its 
possessor.  The  patient  believes  that  he  has  committed  the 
unpardonable  sin,  that  he  is  being  {lersecuted.  or  that  he  is 
the  victim  of  some  dread  disease.  Hypochondriacal  delusions 
are  frequently  observed  in  melancholia,  alcoholic  insanity,  and 
in  some  cases  of  monomania  ind  paretic  dementia. 

nitision. — An  illusion  is  a  perverted  perception.  Thus 
in  delirium  tremens  the  patient  may  transform  every  piece 
of  furniture  into  a  demon  or  reptile. 

Hallttcination. — A  hallucination  is  a  false  perception, 
entirely  subjective,  and  not  based  upon  any  knowledge  de- 
rived from  without.  An  individual  who  hears  voices  and 
sees  objects  when  none  e>dst  is  the  subject  of  hallucinations. 

Imperative  Conception. — A  conception  that  the  per- 
son knows  to  be  false,  but  that,  nevertheless,  dominates  his 
thoughts  and  often  directs  his  actions.  When  he  fails  to 
recognize  the  falsity  of  his  conception,  it  becomes  a  delusion. 

A  morbid  impulse  is  an  irresistible  desire  to  commit  an 
act  which  the  patient  knows  to  be  wrong.  It  is  usually  the 
result  of  an  imperative  conception. 

Kleptomania  is  a  morbid  desire  to  steal.  Pyromania  is  a 
morbid  desire  to  set  fire  to  buildings. 

Delirinm, —  Delirium  is  a  mental  state  characterized  by 
a  rai)id  (light  of  ideas  that  are  incoherent  and  often  unintel- 
ligible.    It  may  result  froai : 
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Acute  DelirimniBt'irs  Mania). — A  disease  arising  without 
obvious  cause,  and  characterized  by  an  abrupt  onset,  active 
delirium,  a  constant  repetition  of  certain  phrases  or  acts» 
moderate  fever,  often  a  bullous  eruption,  and  exhaustion.  It 
generally  ends  fatallv'  in  the  course  of  a  few  weeks. 

Mania. — In  this  affection  the  onset  is  not  abrupt.  Symp- 
toms of  impaired  health  and  mental  depression,  covering  a 
period  of  several  weeks  or  months,  generally  precede  the 
outbreak  of  the  delirium. 

Hysteria. — The  histor>*,  age,  sex.  temperament,  and  the 
intermittent  character  of  the  delirium  will  aid  in  the  diag- 
nosis. 

One  of  the  Infections  Fetters, — Pneumonia  and  typhoid 
fever  are  especially  liable  to  be  associated  with  delirium. 
The  physical  signs  in  the  former  and  the  abdominal  symp- 
toms in  the  latter  will  usually  indicate  the  diagnosis. 

Uremia. — The  urinous  odor  of  the  breath,  the  Iiigh  arterial 
tension,  the  accentuation  of  the  second  aortic  sound,  and  the 
presence  of  albumin  and  casts  in  the  urine  uill  suggest 
uremia. 

Alcoholism. — The  liistory,  the  appearance  of  the  patient, 
the  marked  tremors,  and  frequently  terrifying  hallucinations 
will  indicate  alcoholism. 

Inanition. — A  form  of  delirium  occasionally  arises  in  the 
course  of  exhausting  diseases.  It  is  associated  with  pallor, 
feeble  pulse,  and  cold  extremities.  It  is  generally  of  short 
duration,  and  may  be  recognized  by  the  circumstances  under 
which  it  develops. 


DISEASES   OF  THE    BRAIN,  CORD,   NERVES. 
AND  MUSCLES. 


ACUTE  CEREBRAL  LEPTOMENINGmS. 

Definition. — An  acute  inflammation  of  the  pia  mater 
and  arachnoid. 

Btiology. — (i)  It  may  be  a  primary  aflTcction  excited  by 
the  Diplococcus  intracellularis  (sporadic  cerebrospinal  fever) 
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or  by  the  pncumococcus.  (2)  It  may  be  tuberculous,  tuber- 
cle bacilli  from  a  pnmar>'  focus  of  disease  elsewhere  in  the 
body   reaching    the   meninges    through    the    blood-vessels. 

(3)  It  may  follow  injury,  disease  of  the  cranial  bones,  or 
otitis  media  (streptococcus,  staphylococcus,  pneumococcus). 

(4)  It  may  be  a  sequel  of  a  specific  fever — pneumonia, 
typhoid  fever,  diphtheria,  influenza  (pneumococcus,  Bacillus 
typhosus.  Bacillus  diphthcriie.  Bacillus  influenzae). 

Patholog^y. — The  membranes  are  usually  injected, 
cloudy,  and  more  or  less  edematous.  The  subarachnoid 
space  is  distended  with  a  seropurulent  or  purulent  exudate. 
The  substance  of  the  brain  may  also  be  involved.  The  ven- 
tricles are  often  somewhat  dilated  and  filled  with  cloudy 
lymph.  In  some  the  process  extends  over  the  entire  and 
even  to  the  spinal  cord ;  in  others  it  is  more  or  less  local- 
ized to  the  convexity  or  base.  The  tuberculous  form  and 
that  following  middle-ear  disease  are  usually  basilar.  In 
the  tuberculous  form,  which  is  nearly  always  secondary,  an 
infiltration  of  yellowish,  gelatinous  material  is  found  at  the 
base,  especially  about  the  optic  chiasm.  Small  tubercles 
can  usually  be  detected  along  the  blood-vessels  in  the 
Sylvian  fissures.  The  amount  of  fluid  in  the  lateral  ventri- 
cles is  often  considerably  increased  (acute  hydrocephalus). 

Symptoms. — The  onset  may  be  sudden  or  insidious. 
Headache,  severe  and  persistent,  is  rarely  absent.  Vomit- 
ing is  often  a  prominent  symptom,  especially  in  basilar 
meningitis.  It  frequently  occurs  independently  of  the 
presence  of  food  in  the  stomach.  The  temperature  is  mod- 
erately high  (102^-104°  F.)  and  ver>'  irregular.  The  pulse 
is  generally  slow  (70  to  40  a  minute).  There  are  obstinate 
constipation  and  retraction  of  the  abdomen.  Irritation  of 
the  brain  is  soon  manifested  by  delirium,  contraction  of  the 
pupils,  photophobia,  intolerance  to  sound,  general  hyper- 
(thesia.  muscular  twitchings,  and,  perhaps,  convulsions. 

W'hen  the  exudate  is  sufficient  in  amount  to  exert  marked 
pressure,  paralytic  phenomena  develop.  Palsies,  gross  or 
localized,  take  the  place  of  convulsions;  coma  follows  de- 
lirium ;  the  pupils  dilate  and  the  eyes  roll  up;  photophobia 
is  replaced  by  blindness,  and   intolerance  to  sound  by  deaf- 


ncacl  with  rigidity  of  the  back  of  the  n 
and  paralysis  of  the  crani.il  nerves  arc  prr 

Diagfnosis. — In  tuberculous  meningitis 
insidious,  synjptonis  of  ill  health  prccedin 
days  or  weeks ;  the  symptoms  of  a  basil; 
marked  ;  tuberculous  lesions  may  be  dct< 
the  body;  tubercles  arc  occasionally  seei 
and  finally  tubercle  bacilli  may  be  detect 
tained  by  lumbar  puncture. 

Gerebrospinal  Fever. — In  this  disease  sp 
opisthotonos,  pain  in  the  back,  and  contract 
marked  ;  there  may  be  a  purpuric  rash  ; 
tained  by   lumbar  puncture  may  contain 
intraccllularis.  ' 

Typhoid  Fever. — This  may  be  recognize 
fever,  roseolar  rash,  abdominal  symptoms 
reaction.  The  severe  cerebral  symptoms — 
and  retraction  of  the  head — now  and  i 
typhoid  fever  arc  usually  due  to  ccrc"bral 
the  toxemia,  and  only  very  rarely  to  menir 

Prognosis. — Very  grave.  Recovery 
ihe  Uibcrcukius  form,  and  only  in  very  ran 
purulent  form.  The  duration  is  from  a  fe 
three  weeks.  When  recovery  docs  occur,  I 
sis,  or  mental  impairment  is  apt  to  remaii 
sequel. 

Treatment. — This  should  be  conduct 
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call  for  bromids,  chloral,  phenacetin,  or  morphin.  Koplik 
has  reported  4  recoveries  in  5  caaes  of  menintjitis  due  to 
the  meningococcus,  in  which  lumbar  puncture  was  repeated 
at  frequent  intervals.  When  middle-ear  disease  is  the  ex- 
citing factor  and  the  symptoms  can  be  definitely  localized, 
operatii^n  may  be  justifiable. 


CHRONIC  CEREBRAL  LEPTOMElvnNGITIS. 

Definition. — A  chronic  inflammation  of  the  pia  mater. 

Gtiology. — It  may  result  from  syphilis,  alcoholism,  trau- 
matism, or  sunstroke.  It  may  be  secondary  to  acute  infec- 
tious leptomeningitis.  It  is  an  associated  condition  in  abscess 
and  tumors  of  the  brain. 

Sjmiptoins. — Persistent,  dull  headache,  mental  deterio- 
ration, vertigo,  muscular  weakness,  a  low  grade  of  optic 
neuritis,  and  occasionally  nausea,  vomiting,  and  tinnitus. 
Acute  exacerbations  are  not  infrequent,  and  arc  character- 
ized by  fever,  severe  headache,  delirium,  convulsions,  and 
stupor. 

I>iagti08is. — Cerebral  Tumor. — In  tumor  the  symptoms 
are  more  severe  and  of  a  more  focal  character,  and  the  optic 
neuritis  is  of  a  high  grade. 

nremia. — This  condition  may  be  recognized  by  the  albu- 
minuric retinitis  and  the  presence  of  albumin  and  casts  in 
the  urine. 

Prognosis. — More  or  less  unfavorable.  A  complete 
cure  is  sometimes  obtained  in  syphilitic  cases  when  sjjccific 
treatment  is  instituted  early. 

Treatment. — In  syphilitic  meningitis  mercury  and  po- 
tassium iodid  should  be  used  freel)-.  In  other  instances 
courses  of  ergot  and  potassium  bromid  are  occasionally 
useful.  Applications  of  the  thermocautery  often  give  relief. 
Tonics  and  hypnotics  are  frequently  indicated. 

CHRONIC  PACHYMENINGITIS. 

Defitlition. — Inflanmiation  of  the  dura  mater. 

Etiologfy. — Inflammation  of  the  external  layer  may  re^ 

suit  from   injury,  syphilis,  sunstroke,  or  caries  of  the  bone. 
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Inflammation  of  the  internal  layer  (heniorrliagic  pachymen- 
ingitisj  may  be  secondary  to  chronic  cardiac  or  renal  diseiise, 
one  of  the  infectious  fevers,  chronic  alcoholism,  or,  espe- 
cially, insanity. 

HEMORRHAGIC   PACHYMENINGITIS. 
<  Hematoma  of  the  Ihira  Mater.) 

Pathology. — The  membranes  are  thickened,  opaque,  and 
more  or  less  adherent.  The  blood-vessels  are  dilated.  Be- 
tween the  membranous  layers  are  frequently  observed  hemor- 
rhagic efTusiuns  \  these  vary  in  extent  from  slight  ecchy- 
moses  to  clots  as  large  as  a  hen's  egg.  In  some  cases  the 
pressure  of  the  clots  on  the  convolutions  is  sufficient  to 
cause  the  latter  to  atrophy. 

Symptoms. — -Often  obscure.  In  some  cases  there  are 
no  maiiifeslations  during  life.  When  the  condition  is  marked, 
the  fnllowing  phenomena  may  be  observed  :  Headache,  fail- 
ure of  memory,  impairment  of  intellect,  stupor,  contracted 
pupils,  local  convulsions,  or  palsies.  The  symptoms  may 
alternately  improve  and  grow  worse  for  a  long  period.  In 
grave  cases,  associated  with  extensive  hemorrhagic  effusion, 
the  symptoms  resemble  apoplexy. 

Diagfnosis. — This  can  rarely  be  made  with  certainty. 

Prognosis. — Unfavorable. 

Treatment. — Grave  cases  should  be  treated  as  apoplexy. 


CHRONIC  HYDROCEPHALUS. 

(Oongenital  Hydrocephalns ;  Water  on  the  Brain.) 

Definition. — A  condition  in  which  there  is  an  excessive 
accumulation  of  fluid  in  the  ventricles  of  the  brain. 

Etiology. — The  disease  is  either  congenital  or  develops 
in  the  first  few  months  of  extra-uterine  life.  The  etiology  is 
obscure.  In  some  cases  the  effusion  appears  to  be  the  re- 
sult of  an  inflammatory  condition  of  the  ventricular  epen- 
dyma.  while  in  others  an  occlusion  of  the  communicating 
passages  between  the  ventricles  or  between  the  ventricles 
and  subarachnoid  space  seems  to  be  the  chief  cause. 
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PathoIog;y. — The  head  is  large  and  round ;  the  bones 
are  tliin  and  translucent;  the  sutures  and  fontanels  arc  en- 
larged, and,  if  life  has  been  prolonged,  arc  filled  with 
numerous  Wormian  bones.  The  convolutions  of  the  brain 
are  flattened  and  the  sulci  more  or  less  obliterated.  The 
ventricles  are  greatly  distended  with  a  watery  fluid  of  low 
specific  gravity,  contnining  a  trace  of  albumin.  The  epen- 
dyma  is  often  thickened  and  roughened.  Malformations  arc 
frequently  observed,  and  probably  result  from  the  causes 
which  induced  the  effusion. 

Symptoms. — Sometimes  the  disease  develops  before 
birth,  and  the  large  head  interferes  with  the  delivery  of  the 
child.  In  other  cases  nothing  peculiar  is  observed  until  the 
child  is  several  months  old,  when  the  swelling  of  the  head 
attracts  the  attention  of  the  parents.  The  head  assumes  a 
globular  shape  ;  the  fontanels  and  sutures  remain  open  ;  the 
face  becomes  relatively  small ;  the  eyes  protrude  and  are 
directed  downward  from  the  pressure  of  the  fluid  on  the 
supra-orbital  plates  ;  the  scalp  appears  thin  and  stretched  ; 
the  superficial  veins  are  distended  ;  and  the  hair  becomes 
scant.  In  some  cases  the  head  is  so  hcav>'  that  the  thin 
neck  can  no  longer  support  it,  and  it  falls  forward  on  the 
breast. 

As  a  rule,  the  intelligence  is  considerably  impaired,  but 
exceptional  cases  are  marked  by  pretociousness.  Motor 
phenomena  are  frequently  present  ;  the  reflexes  are  exag- 
gerated ;  one  or  more  of  the  members  niay  be  the  seat  of  a 
spastic  paralysis  ;  and  convidsions  develop  in  many  cases. 

The  duration  varies  in  different  cases.  The  large  majority 
soon  die  of  inanition,  convulsions,  or  some  intercurrent  dis- 
ease to  which  their  reduced  vitality'  makes  them  an  easy 
prc>-  ;  but  In  a  few  cases  life  is  prolonged  for  many  years. 

Diagnosis. — Hydrocephalus  must  not  be  mistaken  for 
rachitic  enlargement  of  the  head.  In  the  latter  the  head  is 
square  instead  of  globular  ;  the  intcUigence  is  good  ;  there 
are  no  motor  phenomena  ;  and  bony  enlargements  are  usually 
detected  at  the  ends  of  the  long  bones  and  at  the  junction 
of  the  cartilages  with  the  ribs. 

Prognosis.— Unfavorable.     In  a  few  cases  arrest  of  the 
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lumbar  region  (Quincke's  puncture) 
sion  of  the  head  by  means  of  broad  str 
sometimes  affords  temporary  relief. 

PARFnC  DERffiN* 

(Oener&l  ParalysiB  of  the  Insane;   Oen( 
Meningo-encephalitii 

Definition. — A  chronic  inflammat 
cerebral  cortex,  characterized  by  a  ct 
failure  of  memory,  mental  exaltation,  di 
tremors,  epileptiform  seizures,  and  para 

Btiology, — It  occurs  most  frequent 
of  forty  and  fifty.     It  is  rare  in  females, 
are:  Prolonged  mental  strain,  nervous  \ 
holism,  sunstroke,  and  traumatism.     01 
far  the  most  potent. 

Pathology. — The  membranes  are  o| 
at  places  adherent  to  the  brain  substa 
more  or  less  titrophied  and  increased 
scopic  examination   reveals  an   overgr 
tissue  and  degeneration  of  nerve-fibers 

In  some  cases  similar  degenerative  c\ 
in  the  posterior  and  lateral  columns  of  ' 

Symptoms. — The  disease  usually 
with  a  change  in  disposition  :  the  indust 
ful;   the   ambitious,  apathetic;   the  ch 
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in  writing,  by  the  use  of  wrong  letters  and  the  suppression 
of  syllables.  At  this  time  motor  phenomena  may  be 
observed:  the  tongue  trembles  when  tC  Ls  protruded;  the 
speech  is  slow,  hesitating,  and  indistinct;  the  pupils  arc 
often  unequal ;  and  the  gait  is  somewhat  shuffling. 

The  most  characteristic  psychic  symptom  of  fully  de- 
veloped paretic  dementia  is  the  delusion  of  grandeur:  the 
patient  conceives  that  he  is  some  distinguished  personage, 
that  he  owns  acres  of  land,  or  tJiat  he  is  the  inventor  of 
some  wonderful  machine.  The  mind  is  usually  serene  and 
cheerful,  but  periods  of  depression  arc  not  infrequent.  The 
sensibilities  are  blunted,  and  the  animal  nature  emphasized. 
The  mind  becomes  more  and  more  involved;  there  is  ex- 
treme indifference  to  all  that  transpires;  the  appetite  is 
voracious,  and  in  eating  the  patient  bolts  his  food  and  soils 
his  clothes.  The  tremor  of  the  tongue  increases,  and  .spreads 
to  the  lips  and  other  parts  of  the  face;  the  s|x^ch  is  indis- 
tinct and  *'  scanning  "  ;  the  pupils  fail  to  respond  to  light, 
but  still  accommodate  for  distance  (Argyll-Robertson  pupil), 
and  the  reflexes  are  generally  increased.  Spells  of  uncon- 
sciousness resembling  petit  ma!  are  not  uncommon. 

In  the  final  stage  mental  power  is  almost  obliterated;  the 
health  fails ;  the  bladder  and  rectum  become  unretentive; 
the  gait  is  more  unsteady;  and  at  last  the  patient  is  unable 
to  leave  his  bed.  Death  usually  results  from  exhaustion 
or  intercurrent   disease. 

Diagnosis. — The  insiditius  change  in  disposition,  failure 
of  memory,  tremors,  Argyll-Robertson  pupil,  and  delusions 
of  grandeur  are  the  diagnostic  features. 

Cerebral  SyphiliB. — In  this  disease  the  histor>',  the  occur- 
rence of  convulsions  and  of  partial  facial  palsies,  the  absence 
.of  delusions  of  grandeur  and  of"  scanning"  speech,  and  the 
xflcct  of  treatment  will  usually  prevent  an  error  in  diagnosis. 

Prognosis. — Unfavorable.  The  course  is  not  uniform  : 
occasionally  tliere  are  remissions,  or  lucid  intervals,  which 
last  for  .several  months  or  even  years.  The  average  dura- 
lion  is  from  two  to  three  years. 

Treatment. — This  is  chiefly  hygienic  and  dietetic.  The 
avoidance  of  mental  and  physical  excitement  is  imperative. 
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When  there  is  a  suspicion  of  syphih's,  iodids  and  mercurials 
should  be  given  a  thorough  trial.     As  a  rule,  patients  mi 
be  removed  to  asylums. 


CEREBRAL  PARALYSIS  IN  CHILDREN. 

Definition. — Hemiplegia,    diplegia,   or   paraplegia    a 
pcaring  at  birth  or  in  the  first  few  years  of  life,  and  usually 
associated  with  atrophy  and  sclerosis  of  the  cerebral  corte 
or  porcnccphalus. 

Pathology. — After  death  one  of  the  following  condition? 
is  observeti :  Atrophy  and  sclerosis  of  the  convolutions 
porencephalus  (a  cystic  condition  of  the  cortex) ;  or,  more 
rarely,  some  local  obstruction  to  the  cerebral  circulation,  as 
from  hemorrhage,  embolism,  or  thrombosis.  The  exciting 
cause  of  the  porencephalus  and  sclerosis  is  still  undete 
mined. 

Symptoms. — in  the  hamplef^ic  variety  the  onset  is  sud- 
den, and  is  frequently  attended  with  fever,  convulsions,  or 
coma.  After  a  few  hours  or  days  these  severe  symptoms 
subside,  and  the  child  is  left  paralyzed  on  one  side  of  the 
body.  In  rare  instances  the  paralysis  ultimately  disappears 
and  the  child  is  restored  to  health,  but  in  the  large  majority 
of  cases  it  persists  and  is  followed  by  secondary  rigidity. 
Imbecility,  epilepsy,  and  choreiform  or  athetoid  movements 
in  the  affected  members  are  very  common  sequelae. 

The  dipUgic  or  paraplegic  form  frequently  dates  from 
birth,  and  is  characterized  by  rigidity  and  loss  of  power  in 
all  the  extremities.  The  legs  suffer  more  than  the  arms. 
Choreiform  or  athetoid  movements  are  frequently  present. 
Children  thus  affected  are  generally  idiots  or  imbeciles. 
Meningeal  hemorrhage,  induced  by  tedious  labor  or  the 
use  of  the  forceps.  app)ears  to  be  responsible  for  t 
variety. 

Treatment. — During  the  convulsive  stage  an  ice-bag" 
should  be  applied  to  the  head, and  chloral  or  bromid  admin- 
istered by  the  mouth  or  rectum.  The  paralysis  resists  treat- 
ment; but  subsequent  rigidit>'  may  be  lessened  by  massagi 
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and  passive  movementSi  and  the  defurniity  by  mechanical 
appliances.' 


CEI^EBRAL  HYPEREMIA. 
(Oongestion  of  the  Brain.) 

Etiolog^y. — AcuU  congestion  results  from  exposure  to 
the  sun  ;  from  the  use  of  certain  drugs.  like  alcohol  and 
nitroglycerin ;  from  excessive  brain-work ;  or  from  some 
reflex  disturbance,  as  gastric  irritation. 

Chronic  congestion  results  from  some  local  obstruction  to 
the  return  of  blood  from  the  brain,  as  by  a  tumor  in  the 
neck  ;  from  obstruction  to  the  general  circulation,  as  in 
chronic  heart  and  lung  disease;  from  the  suppression  of 
some  habitual  discharge,  as  the  menstrual  flow  at  the  meno- 
pause;  or  from  some  general  cause,  such  as  prolonged 
anxiety,  overwork,  excesses,  irregular  living,  etc. 

Symptoms. — Acute  Form. — The  chief  symptoms  are: 
Intense  headache;  vertigo;  intolerance  to  light  and  sound; 
restlessness ;  tinnitus  aurium  ;  and  sleeplessness,  or  sleep 
disturbed  by  horrible  dreams. 

Chronic  Form. — This  is  characterized  by  vertigo ;  dull 
headache;  faiUtre  of  memory;  irritability;  inability  to  con- 
centrate the  thoughts  ;  and  disturbed  sleep.  The  symptoms 
grow  worse  when  the  recumbent  posture  is  assumed.  Oph- 
thalmoscopic examination  reveals  retinal  hyperemia.  In 
marked  cases  there  may  be  exacerbations  closely  resembUng 
apoplexy,  in  which  there  is  unconsciousness,  followed  by 
temporary  paresis. 

F^rog^nosis. — The  prognosis  depends  on  the  cause;  when 
this  can  be  removed,  the  prognosis  is  favorable. 

Treatment. — Acute  Congestion. — The  patient  should  be 
placed  in  a  darkened,  well-ventilaled  room.  The  head  and 
shoulders  should  be  slightly  elevated.  An  ice-bag  should 
be  applied  to  the  head.  In  some  cases  leeches  or  wet-cups 
may  be  applied  to  the  neck.  Sedatives  like  bromid  of  potas- 
sium and  aconite  arc  useful.    Ergot  may  be  employed  for  its 

^  The  foregoing  dcKripiion  u  based  upon  Osier's  elaborate  aionc^jraph. 
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power  to  contract  the  vessels.      If  there  is  constipation,  it 
should  be  relieved  by  a  brisk  saline  purge. 

In  chronic  cases  the  cause  should  be  ascertained,  and,  if 
possible,  removed.  The  habits  of  the  patient  must  be  regu- 
lated. The  diet  must  be  light  and  nutritious.  Constipation 
must  be  relieved  by  diet  or  by  the  occasional  use  of  a  saline 
laxative.  Sedatives  like  broniid  of  potassium  and  aconite 
are  useful.  In  the  apoplectiform  attacks  venesection  is  indi- 
cated. 

CEREBRAL  ANEMIA. 

Stlology. — General  cerebral  axxGim^diS  ^  chronic  afftcfion 
may  result  from  cardiac  disease,  especially  aortic  stenosis. 
It  may  be  associated  with  general  anemia.  It  may  be  due 
to  atheromatous  obstruction  of  the  arteries. 

Overwork,  prolonged  emotional  excitement,  irregular  liv- 
ing, and  excesses  are  also  said  to  predispose. 

As  an  acute  condition  it  exists  in  syncope  and  shock ;  after 
hemorrhage;  after  the  sudden  withdrawal  of  fluid  from  the 
abdominal  cavity  ;  and  after  ligation  of  the  carotid  artery. 

SymptomB. — Acute  Form, — Pallor  of  the  face,  vertigo, 
confusion  of  ideas,  ringing  in  the  ears,  dimness  of  vision, 
dilatation  of  the  pupil,  nausea,  and  a  tendency  to  yawn.  In 
extreme  anemia  there  may  be  convulsions  and  coma. 

The  chronic  form  is  characterized  by  vertigo,  headache^ 
disturbed  sleep,  intolerance  to  light  and  sound,  irritability 
of  temper,  failure  of  memor\',  inability  to  concentrate  the 
attention  on  one  subject,  a  tendency  to  syncope,  and  ex- 
treme lassitude.  The  symptoms  improve  when  the  patient 
lies  down.  Ophthalmoscopic  examination  reveals  pallor  of 
the  retina. 

Diagnosis. — Cerebral  anemia  closely  simulates  cerebral 
congestion,  but  in  the  latter  there  is  no  tendency  to  syncope ; 
the  symptoms  grow  worse  when  the  patient  lies  down  ;  the 
ophthalmoscope  reveals  retinal  h\'peremia  ;  the  pupils  are 
contracted  instead  of  dilated,  and  the  urine  is  apt  to  be  de- 
creased. 

Prognosis* — The  prognosis  depends  on  the  cause;  when 
this  can  be  removed,  the  prognosis  is  favorable. 
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Treattnent. — In  acute  cases  diffusible  stimulants  like 
nitroglycerin,  ammonia,  and  strychnin  are  indicated.  In 
chronic  cases  the  cause  should  be  ascertained,  and,  if  pos- 
sible, removed.  When  it  is  due  to  general  anemia,  iron, 
arsenic,  and  quinin  are  useful  remedies.  When  dependent 
on  valvular  disease,  rest  and  the  use  of  digitalis^  strophanthus, 
or  strychnin  are  the  remedial  measures. 


CEREBRAL  HEMORRHAGE. 
(Oerebral  Apoplexy.) 

Etiology. — The  affection  is  most  commonly  met  with  In' 
the  old.  in  whom  the  blood-vessels  are  atheromatous,  and  in 
the  very  young,  in  whom  they  are  naturally  weak.  All 
causes  that  lead  to  degeneration  of  the  arteries,  such  as 
rheumatism,  gout,  syphilis,  alcoholism,  and  Bright's  disease, 
predispose  to  it.  Sufrerers  from  chronic  Bright's  disease  are 
very  liable  to  die  of  apoplexy  on  account  of  the  association 
of  cardiac  hypertrophy  with  arterial  degeneration.  Heredity 
predisposes,  inasmuch  as  members  of  certain  families  are 
particularly  prone  to  sclerosis  of  the  vessels.  The  attack 
may  be  precipitated  by  mental  or  physical  excitement,  alco- 
holic excess,  or  some  reflex  disturbance,  as  gastric  irritation. 
In  children  it  may  be  excited  by  a  paroxysm  of  whooping- 
cough  or  by  a  convulsion. 

Pathology. — In  children  the  hemorrhage  is  most  com- 
monly cortical ;  in  adults  it  is  usually  within  the  brain-mass. 
The  blood-vessels  are  generally  atheromatous,  and  are  some- 
times the  seat  of  miliary  aneurysms.  The  clot  varies  greatly 
in  size  :  sometimes  it  is  small — merelj-  a  capillary  oozing  ;  at 
other  times  it  may  fill  a  hemisphere.  Its  most  common  seat 
is  the  internal  capsule — the  motor  highway  between  the 
optic  thalamus  and  the  corpus  striatum.  In  recent  hemor- 
rhages the  clot  is  dark  and  soft,  and  the  surrounding  tissue 
stained  and  more  or  less  lacerated.  If  the  hemorrhage  has 
not  been  ver>'  copious,  the  clot  loses  its  color,  shrinks,  and 
is  finally  absorbed,  and  the  damaged  cerebral  fibers  are 
replaced  by  proliferated  connective  tissue,  which  contracts 
and  forms  a  scar  more  or  less  pigmented  with  hematoidin. 


ache,  vertigo,  disturbed  sleep,  tinnitj 
a  sense  of  numbness  or  weakness 
afiectcd.     Persistent  vomiting  some^ 
orrhagc. 

The  Attack,— \xi  many  cases  the 
conscious  without  previous  warning] 
the  eyes  are  injected ;  tlie  lips  are 
stertorous ;  the  pulse  is  full  and  slow 
first  subnormal  from  shock,  but  later] 
tation ;  and  the  urine  and  feces  may 
Convulsive  seizures  are  not  infrequi 
irritation  transmitted  to  the  undami 
Kven  while  the  patient  is  comatose, 
detected.  The  head  and  eyes  may  I 
one  side  (conjugate  deviation);  one  c 
than  the  other ;  the  pupils  may  be  irrej 
that  the  patient  may  make  are  restrici 
when  the  affected  arm  is  raised  and  U 
or  manifests  an  unnatural  rigidity;  an( 
a  difference  of  temperature  in  the  U 
cases  the  patient  does  not  awake  fron 
grows  feeble ;  the  respirations  assum 
type ;  the  reflexes  are  abolished ;  rr 
throat  and  produces  a  rattling  sounds 
tiii^h ;  and  death 
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opposite  side.  In  a  few  hours  the  affected  muscles  become 
rigid  from  irritation  of  the  motor  fibers.  This  early  rigidity 
is  termed  primary'  rif^idity ;  it  lasts  from  a  few  days  to  several 
weeks,  and  has  no  significance  from  a  prognostic  standpoint. 
The  paralysis  is  rarely  a  complete  hemiplegia ;  the  muscles 
of  the  upjx-r  part  of  the  face  and  thorax  usually  escape,  be- 
cause ihey  are  accustomed  to  act  in  unison  with  their  fellows 
on  the  opposite  side,  and  such  muscles  appear  to  be  inner- 
vated from  both  sides  of  tlic  brain  tlirough  the  medium  of 
commissural  fibers.  When  the  tongue  is  protruded,  it  deviates 
toward  the  paralysed  side.  The  deep  reflexes  are  exaggerated 
on  the  affected  side.  Sensation  is  unimpaired  unless  the 
posterior  limb  of  the  internal  capsule  is  also  involved,  when 
there  is  hemianesthesia  with  the  hemiplegia.      The  gait  is 

culiar;  in  walking  the  patient  supports  the  paralyzed  arm 
nd  swings  the  leg  forward  by  a  rotary  movement  imparted 
to  it  by  the  trunk.  When  the  clot  has  been  small,  the 
paralysis  may  completely  disappear.  More  frequently. 
recovery  is  only  partial.  The  power  of  the  facial  muscles 
is  generally  restored  entirely,  and  the  leg  usually  improves 
more  than  the  arm.  In  unfavorable  cases  the  muscles  again 
become  rigiil  (secondary  rigidity)  from  a  degenerative  process 
traveling  down  the  direct  and  crossed  pyramidal  tracts  of  the 
spinal  cord ;  this  condition  is  indicative  of  permanent  disabil- 
ity. Generally  the  mental  power  remains  unimjjaired,  but 
sometimes  the  symptoms  of  cerebral  .softening  gradually 
develop. 

Diag;nosis. — The  coma  of  apoplexy  must  be  distinguished 
from  uremia,  opium-poisoning,  alcoholism,  and  sunstroke.  The 
age  of  the  patient ;  the  condition  of  the  arteries  ;  the  endence 
of  paralysis;  the  difference  of  temperature  in  the  two  axillx; 
and  the  absence  of  other  cause  will  usually  prevent  an  error 
in  diagnosis. 

Embolism. — This  usually  occurs  in  earlier  life;  it  is 
commonly  associated  with  valvular  disease ;  premonitory 
symptoms  are  rarely  present;  the  pulse  is  more  often  weak 
than  strong  ;  disturbances  of  temperature  and  breathing  are 
less  marked. 

Thrombosis. — This  also  produces   hemiplegia,  but  its  de- 
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velopment   is   usually   gradual ;    unconsciousness   is    oflen 
absent,  and  temperature  and  breathing  are  not  much  di< 
turbed. 

Hemiplegia  ftom  other  Oauses. —  Tumors  and  abscess  in  the 
hrain  may  prtnlycc  hemiplegia,  but  the  latter  develops  grad- 
ually nntl  is  usually  associated  with  other  cerebral  phenomena, 
such  as  persistent  headache,  vertigo,  ocular  palsies,  choked 
disk,  etc. 

Hysteric  Hemiplegia. — In  hysteria  the  face  escapes;  there 
is  frequently  anestitesia  on  the  affected  side ;  the  gait  is 
peculiar,  in  that  the  patient  pushes  the  paralyzed  limb  in- 
stead of  swinging  it.  These  features,  together  with  the  age, 
temperament,  sex,  and  mode  of  onset,  will  usually  suggest 
the  true  cause.  ^| 

Prognosis. — Always  doubtful.     Persistent  and  complet^^ 
unconsciousness,  high  temperature,  loss  of  reflexes,  and  em- 
barrassed  respiration    arc   unfavorable  phenomena.     When 
the  attack  docs  not  prove  fatal,  there  is  always  danger  of 
recurrence,  since  the  etiologic  conditions  still   remain.  ^| 

Treatment. — Prophyhixis. — Patients  predisposed  to  apo^^ 
plexy  should  lead  a  quiet  life,  free  from  mental  and  physical 
excitement.  The  diet  should  be  nutritious,  but  easily  digest- 
ible. Constipation  should  be  relieved  by  the  occasional  use 
of  a  saline  laxative.  To  secure  a  free  return  of  the  blood 
from  the  brain  the  clothes  at  the  neck  should  be  loose. 

The  Attack. — The  head  and  shoulders  should  be  slightly 
elevated,  and  an  ice-bag  applied  to  the  head.     Croton  oil  (I^ 
to  3  drops)  in  a  little  glycerin  or  olive  oil  may  be  placed  oid^ 
the  back  of  the  tongue  to  secure  prompt  catharsis.     If  the 
pulse  is  strong,  venesection  is  indicated  and  should  be  con- 
tinued until  the  pulse  softens.     Weeding  cannot  undo  the 
damage  already  done,  but  by  relieving  cerebral  congestion, 
it  may  serve  to  arrest  bleeding  that  is  still  in  progress  or  to 
prevent  an  early  recurrence.     On  the  other  hand,  when  the 
face  is  pale  and  the  pul.sc  feeble,  stimulants,  like  ammonia, 
ether,  and  camphor,  should  be  given  ver>'  cautiously.    When 
collections  of  mucus  interfere  with  breathing,  the  patient    ^ 
should  be  gently  turned  on  his  side  and  the  mucus  removed^M 

To  prevent  the  formation  of  bed-sores  the  position  should^ 
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be  frequently  changed  and  the  parts  subjected  to  pressure 
thoroughly  cleansed. 

Subsequent  Treatment.  — ICven  in  the  mildest  cases  the 
patient  should  not  be  allowed  to  leave  his  bed  for  two  or 
three  weeks,  and  during  this  time  the  diet  should  be  light 
and  unstimulating.  After  the  acute  symptoms  have  entirely 
disappeared,  which  will  rarely  be  earlier  than  ten  days  or 
two  weeks  after  the  attack,  massage  should  be  systematically 
practised.  It  aids  in  the  restt^ration  of  power  and  in  the 
prevention  of  contractures.  After  the  lapse  of  three  or  four 
weeks  triweekly  applications  of  the  faradic  current  may  be 
of  service.  Strychnin  is  often  given  at  this  time,  but  it 
probably  exerts  no  other  influence  than  that  of  a  general 
tonic,  In  some  cases  wann  saline  baths  (90*^-95'^  F.)  com- 
bined with  passive  movements  prove  useful  adjuvants. 

OBSTRUCTION  OF  THE  CEREBRAL  ARTERIE& 

(Embolism;  Thrombosis.) 

Etiology. — Cerebral  emboli  may  be  derived  from  the 
valves  of  the  heart  in  endocarditis ;  from  an  atheromatous 
plate  in  the  aorta;  or  from  thrombus  in  the  heart  or  in  the 
sac  of  an  aneurysm.  Obstruction  from  embolism  may  occur 
at  any  age,  but  it  is  far  more  commonly  observed  in  young 
adults  than  at  the  extremes  of  life. 

Cerebral  thrombi  are  usually  caused  by  atheroma  or  syphi- 
litic endarteritis.  They  are  usually  observed  in  advanced 
years,  but  those  dependent  on  syphilis  frequently  occur  in 
early  adult  or  middle  life. 

Pathology. — Emboli  arc  most  frequently  found  in  a 
branch  of  the  left  middle  cerebral  arter>'.  When  the  artery 
obstructed  is  a  large  one,  infarction  of  the  brain  v\ith  soften- 
ing ensues.  If  the  area  affected  is  small,  absorption  of  the 
dead  tissue  usually  follows,  with  the  formation  of  a  cicatrix. 
Infective  emboli  give  rise  to  abscesses. 

Thrombi  arc  usually  found  in  the  basilar,  middle  cerebral, 
or  vertebral  arteries,  and  produce  the  same  lesions  as  emboli. 

Symptoms. — An  embolus  lod^nn^  in  the  middle  cerebral 
artery    usually   causes    abrupt    hemiplegia    and   frequently 


UlLiiLiUll^. 

In  thrombosis  the  symptoms  are  similar 
they  develop  very  slowly,  and  arc  frequc 
prodromes  indicating  disturbed  cerebral  ci 
headache,  vertigo,  disturbed  sleep,  failure  o 
ness  and  tingling  in  the  limbs  to  be  alTecte< 

Subsequent  Symptoms. — In  both  cmbolisi 
if  the  artery  obstructed  has  been  large,  the 
to  persist  and  to  be  followed  by  symptoms  < 
ing — namely,  failure  of  memory,  vertigo,  he 
sleep,  irritability,  and  finally  dementia. 

Diagnosis. — The  difTerential  diagnosis 
embolism  or  thrombosis  and  hamorrh&ga 
considered  (see  p.  393). 

Prognosis. — The  prognosis  is  always  g 
symptoms  are  slight,  complete  recover)'  is  t 

Treatment. — After  obstruction  from  c 
tient  should  be  kept  at  absolute  rest  for  a 
subsequently  the  paralysis  treated  as  afte 
thrombosis  treatment  is  rarely  of  avail ;  in 
however,  active  antiluetic  treatment  should 

MORBID  GROWTHS  IN  THE 

1  Tumors  of  the  Brain,  t 

Etiology. — The  etiology  of  brain  tui 
Males  arc  more  frequently  affected  than  I 
is  exempt,  but  the  maioi 
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sarcoma,  and  carcinoma  are  the  most  common  varieties. 
Less  frequently  fibroma,  psammoma,  and  lipoma  are  ob- 
served. 

Pathology. —  Tubaruious  tumors  or  tyromata  vary  in 
size  from  that  of  a  pea  to  that  of  an  egg;  they  may  bo  sin- 
gle or  multiple,  and  are  usually  observed  in  the  young. 

Gumma. — This  apjjears  as  a  round,  yellow,  caseous  mass, 
and  is  nearly  always  on  the  surface  of  the  brain,  into  which 
it  grows  from  the  overlying  membranes.  It  is  usually  met 
with  between  the  ages  of  thirty  and  forty. 

Glioma. — This  tumor  is  found  almost  exclusively  in  the 
brain.  It  arises  from  the  neuroglia,  and  maybe  soft,  like 
brain-substance,  or  firm,  like  fibrous  tissue.  It  is  chiefly 
met  with  in  the  young. 

Aneurysm. — Encephalic  aneurysm  may  be  single  or  mul- 
tiple. Miliary  ancur>'sms  of  small  vessels  frequently  excite 
apoplexy.  The  most  common  scats  of  large  aneurysms  are 
the  middle  cerebral,  basilar,  and  internal  carotid  arteries. 

Cysis. — These  are  usually  congenital  (porencephalus)  or 
result  from  hemorrhage,  but  sometimes  they  result  from 
the  Taenia  echinococcus  (hydatid  cyst)  or  Txnia  solium 
(Cysticercus  cellulosa?). 

Sarcoma. — This  is  usually  a  circumscribed  tumor,  and 
commonly  grows  from  the  membranes,  periosteum,  or  bone. 

Carcinoma. — This  is  nearly  always  secondary  and  multiple. 

Symptoms.  —  General  Symptoms.  —  ( i )  Headache  is 
rarely  absent ;  it  is  sometimes  localized  and  associated  with 
tenderness  on  pressure.  (2)  Vomiting  is  a  common  symp- 
tom, csp>ecially  in  tumors  of  the  base  of  the  brain  ;  it  is  often 
unassociated  with  nausea,  and  does  not  relieve  the  attend- 
ing headache.  (3)  Optic  neuritis  or  optic  atrophy  is  present] 
in  about  80  per  cent,  of  the  cases.  (4)  Vertigo  is  often  marked, 
especially  in  tumors  of  the  basal  ganglia  and  cerebellum. 
(5)  Convulsions,  local  (Jacksonian  epilepsy)  or  general,  occur 
in  about  50  percent,  of  all  cases.  (6)  Psychic  phenomena — 
failure  of  memory,  depression  of  spirits,  irritability  of  tem- 
per, and  emotional  states — are  not  infrequently  present. 
Insomnia,  changes  in  the  rate  and  rhythm  of  the  pulse, 
polyuria,  and  glycosuria  are  occasional  symptoms. 
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Focal  Syinptoms. — These  depend  entirely  upon  the  loca- 
tion of  the  tumor.  The  following  are  the  chief  localizing 
symptoms : 

Prefrontal  Rtgum. — Mental  torpor,  irritability,  and  drow- 
siness deepening  into  stupor  frequently  appear.  Motor 
agraphia  and  aphasia  may  result  from  compression  of  the 
second  and  third  frontal  convolutions. 

Motor  Region  {Ascvftding  Frontal  and  Ascending  Parietal 
Convolutions  and  Paracentral  Lohtde). — When  the  tumor 
irritates  the  centers,  local  convulsions  develop;  when  it 
exerts  enough  pressure  to  destroy  function,  paralysis 
results. 

Posterior  Portion  of  the  Tlurd  Frontal  Convolution  {Left 
Side). — Motor  or  ataxic  aphasia  is  a  characteristic  symptom. 

Temporal  Lohe^  First  and  Second  Convolutions  {Left  Side). 
— ^Tumors  in  this  region  cause  word-deafness. 

Angidar  and  Supra  marginal  Gyri  (Left  Side). — Word- 
blindness  and  apraxia  usually  develop. 

Parietal  Lode. — Tumors  in  this  region  frequently  occasion 
disturbances  of  cutaneous  and  muscular  sensibility,  espe- 
cially a  loss  of  power  to  recognize  the  shape  of  objects  by 
touch  (astereognosis). 

Occipital  h)be. — Hemianopia  and  psychic  blindness  are 
common  symptoms.  Word-blindness  may  result  from 
pressure  on  the  angular  gyrus. 

Internal  Capsule. — Lesions  of  the  middle  third  cause 
hemiplegia  on  the  opposite  side  ;  of  the  posterior  third, 
hemianesthesia  of  the  opposite  side. 

Corpus  Striatum. — I^rge  lesions  produce  hemiplegia  from 
pressure  on  the  internal  capsule. 

Optic  Thalamus. — Large  lesions  may  produce  hemianes- 
thesia from  pressure  upon  the  posterior  limb  of  the  internal 
capsule  and  sometimes  hemianopia. 

Corpora  Quadngemina. — There  may  be  incoordination, 
oculomotor  palsies,  nystagmus,  and  loss  of  the  pupil-reflex 

Crus  Cerebri. — Tumors  in  this  locality  cause  paralysis  of 
the  third  nerve  on  the  side  of  the  lesion  and  hemiplegia 
on  the  other  side. 

Pons. — Pontile   growths   may   occasion    hemiplegia    and 
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hemianesthesia  on  the  side  opposite  to  the  lesion,  and  paraly- 
sis of  the  cranial  nerves,  especially  of  the  facial,  on  the  side 
of  the  lesion. 

Corpus  Cailosnm. — Tumors  in  this  region  may  cause 
mental  symptoms, — stupor,  irritability, hallucinations,  attacks 
of  excitement, — followed  by  motor  paralysis. 

Ccrebdlum  {^Middle  Lobe). — The  characteristic  symptoms 
are  headache,  staggering  gait,  vertigo,  and  vomiting. 
Paralysis  may  result  from  pressure  on  the  pyramidal  tracts. 

Diagnosis. —  Tlu  CharaiUr  of  the  Grou*ih. — This  can- 
not always  be  determined.  The  early  age,  the  rapid  prog- 
ress, and  the  family  history  may  suggest  tubtrcif.  The 
early  age,  slow  progress,  and  mild  pressure-symptoms  may 
suggest  glioma.  The  history,  age.  and  concomitant  symp- 
toms will  indicate  syphilis.  The  presence  of  a  primary 
growth  will  lead  to  the  di^nosis  of  cancer.  The  presence 
of  a  thrill,  bruit,  and  marked  tinnitus  and  the  absence  of 
optic  neuritis  would  suggest  aneurysm. 

Abscess. — Cerebral  tumor  must  be  distinguished  from 
abscess.  The  latter  usually  results  from  traumatism  or  is 
secondary  to  a  focus  of  suppuration  in  some  other  part  of 
the  body;  its  progress  is  usually  more  rapid;  optic  neuritis 
is  less  common  ;  and  there  is  often  febrile  disturbance,  with 
leukocytosis. 

Chronic  Meningitis. — In  this  affection  the  symptoms  indi- 
cate a  diffuse  lesion ;  disturbances  of  temper,  memory,  and 
sleep  arc  more  marked ;  optic  neuritis  is  not  frequent. 

Prognosis. — Always  grave.  When  the  tumor  is  not 
gummatous  and  is  not  suitable  for  operative  interference, 
the  prognosis  is  absolutely  unfavorable.  The  duration  is 
from  a  i^w  months  to  several  years. 

Treatment. — Localized  cortical  growths,  which  are  not 
malignant  or  syphilitic,  are  suitable  for  operative  mterfcr- 
ence.  In  cerebral  gumma  inunctions  of  mercury  should  be 
employed,  and  mercury  and  iodid  of  potassium  given  by  the 
mouth.  In  other  cases  the  treatment  is  palliative.  Cold 
applications  to  the  head,  broniids.  antipyrin,  and  morphin 
are  required  to  relieve  pain. 
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ABSCESS  OF  THE  BRAIN. 

(Suppurative  Encephalitis.) 

Etiology. — (l)  It  may  be  traumatic.  (2)  Itmaybcscc-^ 
ondary  to  suppurative  inflammation  of  adjacent  parts,  as 
caries  of  the  temporal  bone  following  otitis  media.  (3)  It 
may  be  secondar>'  to  some  distant  focus  of  suppuration,  as 
iti  pulmonary  abscess,  hepatic  abscess,  ulcerative  endocar- 
dilis.     (4)  It  may  follow  one  of  the  infectious  fevers. 

Pathology. — Tlie  abscess  varies  in  size  from  a  i)ea  to 
one  large  enough  to  fill  an  entire  hemisphere.  The  surround- 
ing tissues  are  hypcrcmic,  edematous,  and  more  or  less  in- 
filtrated. In  the  acute  form  the  abscess  is  diffuse,  but  in 
long-standing  cases  the  pus  is  encapsulated  by  a  thick- 
fibrous  sac.  The  temporosphenoid  lobe  and  the  cerebellum 
arc  the  most  frequent  seats.  Abscesses  secondary  to  distant, 
foci  of  suppuration  are  commonly  multiple. 

Symptoms.— Abscesses  following  injuiy  frequently  run 
an  acute  course,  and  are  characterized  by  high  fever,  rigors, 
headache,  delirium,  convulsions,  vomiting,  and  coma. 

In  chronic  cases  the  general  symptoms  are  headache,  irri- 
tability, mental  impairment,  vertigo,  vomiting,  irregular  fever, 
stupor,  pallor,  and  loss  of  flesh  and  strength.  The  focal 
phettomcna  vary  with  the  location  of  the  abscess.  Involve- 
ment of  the  motor  area  may  be  attended  with  convulsions 
or  i>aralysis  in  one  limb;  of  the  temporosphenoid  lobe,  with 
deafness  and  perhaps  aphasia  ;  of  the  occipital  lobe,  with 
hemianopia ;  of  the  cerebellum,  with  persistent  vomiting  and 
loss  of  coordination. 

Prognosis. — Grave.  When  the  focal  symptoms  indicate 
involvement  of  an  acce.ssible  region  like  the  motor  area, 
temporosphenoid  lobe,  or  cerebellum,  operative  interference 
affords  considerable  hope  of  success. 

Treatment. — When  the  abscess  is  located  in  one  of  the 
regions  specified,  the  skull  should  be  trephined  and  llic  pus 
evacuated.  In  other  cases  the  application  of  wet  cups  to  the 
neck,  of  ice-bags  to  the  head,  and  the  internal  use  tjf  opium, 
bromid  of  potassium,  or  of  chloral  may  temporarily  relieve 
the  distress. 
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APHASIA. 

Definition. — A  failure  of  word-nicmory ;  an  iiuibiiity  to 
utter  words,  to  compreliLMid  them,  or  to  write  them. 

Varieties. — Sensory  and  motor. 

Sensory  Aphasia, —  Word-bliudness. — Inability  to  recog^nize 
written  or  printed  words.  It  results  from  a  lesion  of  the 
ani^ular  and  inferior  parietal  ^yri  of  the  left  side. 

Word-diafttess. — InabiHty  to  interpret  spoken  words.  The 
lesion  is  in  the  posterior  half  of  the  first  and  second  tem- 
poral convolutions  of  the  left  side. 

Amtusu  Aphasia  (Concept  Aphasia). — InabiHty  to  recall 
words.  The  lesion  is  in  the  conducting  paths  between  the 
receptive  and  emissive  centers  of  the  bniin,  probably  in  the 
third  left  temporal  convolution. 

\praxia  {Psychic  BHttdncss). — Inability  to  interpret  pcr- 
ons  of  sight  (mind-blindness)  ;  of  smell  (mind-anosmia)  ; 
of  taste  (mind-ageustia) ;  of  hearini(  (mind-deafness);  or  of 
touch  (mind-atactilia).  In  mind-blindness  the  lesion  is  in 
tiie  supramarj^inal  and  angular  i^yri. 

Motor  Aphasia. — Af>htfniti  or  Ataxic  Jp/rasia. — Inability 
to  utter  words,  thou;^'h  knowinj^  tiieir  meaning.  The  lesion 
is  in  the  posterior  part  of  the  third  left  frontal  convolution 
(Broca's  rcg^ion). 

Paraphasia  (Conduction  Ap/tasia). — The  misuse  of  words 
or  syllables.  It  is  due  to  defect  in  the  tracts  associating  the 
cortical  speech  centers. 

Motor  Agraphia. — Inability  to  write  words,  from  a  lack  of 
muscular  coordination  rather  than  a  loss  of  power.  It  is 
frequently  associated  with  hemi[>lc;;ia  of  the  rifjht  side.  The 
lesion  is  in  the  posterior  part  of  the  midfrontal  convolu- 
tion (?). 

Amlmia. — Inability  to  express  thoughts  by  signs.  This 
condili  Ml,  which  may  be  regarded  as  a  form  of  aphasia,  may 
be  sensory  or  motor.  It  is  frequently  dependent  upon  a 
lesion  of  the  left  third  frontal  convolution. 

Paramimia. — A  misuse  of  the  signs  intended  to  convey 
thought.  It  should  be  regarded  as  a  form  of  conduction 
aphasia. 
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Pathology. — The  lesions  that  produce  aphasia  arc  mani- 
fold ;  ihc  most  important  arc:  Tumor,  gumma,  abscess,  de- 
pressed fracture,  embolism,  thrombus,  <ir  softening  in  the 
localities  that  correspond  to  the  various  forms  of  aphas 
In  right-handed  subjects  the  lesion  is  on  the  left  side  of  th 
brain  ;  in  the  left-handed  it  may,  however,  be  on  the  right 
side.  Aphasia  is  not  always  due  to  organic  disease  ;  it  may 
be  noted  in  congestion  of  the  brain»  in  sudden  fright,  in  the 
convalescence  of  fevers,  in  migraine,  after  epileptic  seizures, 
and  in  hysteria. 

Diagnosis. — Aphasia  must  be  distinguished  from  aphonia. 
The  latter  condition  is  an  inability  to  utter  sourids,  a  power 
not  lost  in  aphasia  ;  moreover,  aphonia  is  generally  depend- 
ent upon  some  abnormality  of  the  larynx  or  of  the  nerv 
leading  thereto. 

Prognosis. — This  depends  entirely  on  the  cause.  Aft 
apoplexy  the  prognosis  should  be  guarded.  In  cereb 
softening  it  is  absolutely  unfavorable.  When  aphasia  ( 
velops  in  the  younc;,  the  outlook  is  much  more  hopeful. 

Treatment. — The  causal  condition  will  require  attentio 
The  patient  may  be  instructed  to  speak  and  to  interpret  after 
the  manner  employed  in  teaching  the  young. 
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SPINAL  LEPTOMENINGITIS. 
'Spinal  Meningitis. t 

Definition. — An  inflammation  of  the  spina!  pia  mater. 

Etiology. — Acute  spinal  leptomeningitis  usually  occurs 
as  a  part  of  cerebrospinal  meningitis.     As  a  primary  diseai 
without  involvement  of  the  cranial  meninges,  it  is  rare, 
occasionally  follows  one  of  the  infectious  fevers,  traumatisi 
or  exposure.     In  some  instances  it  is  tuberculous. 

Pathology. — Amtr  Form. — The  membranes  are  opaque, 
thickened,  congested,  and  adherent.  The  fluid  in  the  arach- 
noid space  is  increased.  In  very  acute  cases  there  is  more 
or  less  purulent  infiltration.  The  periphery  of  the  cord 
always  involved. 

Chronic  Form. — The  membranes  are  very  thick  and  fus< 
into  one  homogeneous  fibrous  mass. 
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Symptoms. — Arute  Form. — The  disease  may  begin  with 
a  chill,  followed  by  a  moderate  fever.  There  is  intense  pain 
in  the  back,  radi.itinL;  alonfj  the  course  of  the  nerves.  The 
back  is  tender.  The  spinal  muscles  are  rigid  and  contracted — 
sometimes  so  much  so  as  to  induce  opisthotonos.  The  re- 
flexes arc  increased.  When  the  exudate  is  sufficient  to  make 
considerable  pressure  on  the  cord,  paralytic  plicnomena  de- 
velop, such  as  slight  anesthesi.i  and  paresis  of  the  limbs. 

There  are  no  cerebral  symptoms  unless  the  meninges  of 
the  brain  arc  involved. 

Diagnosis. — Myelitis. — In  this  affection  the  pain  is  less 
severe;  there  is  less  tendency  to  spasm  ;  paralysis  and  anes- 
thesia are  more  marked ;  the  bladder  and  rectum  are  early 
involved ;  and  the  formation  of  bed-sores  is  common. 

Tetanus. — The  presence  of  a  wound  ;  the  absence  of  fever  ; 
the  early  involvement  of  the  jaw  ;  and  the  absence  of  marked 
tenderness  in  the  back  will  suggest  tetanus. 

Prognosis. — Kxtrcmely  grave.  Recovery  sometimes  fol- 
lows, but  rarely  without  partial  paralysis. 

Chrofiu  Lcptomcmn^itts. — This  is  characterized  by  pain  in 
the  back  ;  stiffness  of  the  nnisclcs ;  hyperesthesia  and  par- 
esthesia of  the  limbs,  but  rarely  anesthesia;  some  loss  of 
power;  and  e.vaggeratetl  reflexes. 

Treatment. — This  i.s  the  same  as  that  of  cerebrospinal 
meningitis. 


CHRONIC  SPINAL  PACHYMENINGITIS. 
(Cervical  Hypertrophic  Pachymeningitis ;   Internal  Pachy- 
meningitis. ) 

Definition. — A  chronic  inflammatory  affection  of  the 
dtira  mater,  characterized  by  severe  pains  in  the  head,  shoul- 
ders, anns,  and  loins,  followed  by  paresis,  wasting,  and 
anesthesia. 

Btiology. — ProIoHf^^cd  exposure  to  cold,  spina!  concus- 
sion, alcoholism,  and  syphilis  are  predisposing  factors.  It 
may  be  secondar\'  to  inflammation  of  neighboring  structures, 
such  as  the  vertebne  in  Pott's  disease. 

Pathology. — The  membranes  are  tliickcned,  opaque,  and 
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adherent;  tlie  vessels  are  dilated;  and  the  spinal  fluid  is 
increased.  In  advanced  cases  the  membranes  arc  glued 
together  and  form  a  thick,  homogeneous,  fibrous  mass.  The 
cervical  region  is  most  commonly  affected.  The  inflamma- 
tion may  extend  to  the  cord  and  peripheral  nerves. 

Symptoms. —  riicse  include  sharp  pains  radiating  into 
the  head,  shfuildcrs,  arms,  and  loins,  and  paresthesia,  fol- 
lowed by  loss  of  power,  anesthesia,  wasting,  and  rigidity, 
particularly  in  the  upper  extremities.  When  the  lower  part 
of  tfie  cord  is  involved,  the  .same  phenomena  are  obscr\'ed 
in  the  legs,  and  the  knee-jerk  is  increased.  The  duration  of 
tlie  disease  is  >evcral  years.  ^^H 

Diagnosis. — Chronic  Poliomyelitis. — The  absence  ofj^ai^^ 
and  of  anesthesia  will  separate  poliomyelitis  from  pachy- 
meningitis. 

Multiple  Neuritis. — In  this  affection  the  pain  is  less  marked 
in  the  back  and  more  marked  in  the  extremities,  and  the 
nerve-trunks  arc  tender  on  pressure. 

Syringomyelia. — In  this  affection  there  is  much  less  pain 
and  tactile  sensation  is  preserved. 

Prog^nosis. — This   depends   on   the   extent   and  cause. 
When   the  involvement  is  slight  or  is  due  to  syphilis,  t 
prognosis  should  be  guardedly  favorable. 

Treatment. — Counterirritation   should   be  made  along 
the  cord  by  frequent  blisters  or  the  actual  cautcrv',     lodid 
of  potassium  may  be  administered  for  its  absorbent  eflTccl, 
and  in  syphilitic  cases  it  should  be  given  freely  in  conju 
tion  with  some  mercurial. 
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ACUTE  MYELITIS. 

Definition, — An  acute  inflammation  of  the  substance  of 
the  cord,  characterized  by  marked  disturbances  of  motion, 
sensation,  and  nutrition. 

Varieties. — When  only  a  limited  vertical  area  of  the 
spinal  cord  is  involved,  the  condition  is  tenned  frat/sir 
rnvt'litis.     When  a  large  vertical  section  is  afiected,  the 
case  is  termeil  diffuse  myelitis.     When  the  gray  matter 
esi>ecially  involved,  it  is  termed  antral  myelitis. 
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Stiology. — Traumatism,  exposure,  or  overexertion  may 
induce  it.  It  may  be  a  sequel  of  some  acute  infectious  dis- 
ease. It  is  sometimes  secondary*  to  a  hemorrhage  or  a 
morbid  growth  in  the  spinal  cord. 

Patholog^y. — The  membranes  are  usually  injected  and 
opaque.  Tiie  substance  of  the  cord  is  red  and  soft,  and  the 
line  of  demarcation  between  the  gray  and  wiiite  matter  is 
indistinct.  In  very  acute  cases  the  substance  of  the  cord 
may  flow  out  as  a  reddish,  creamy  fluid  when  the  mem- 
branes arc  cut.  Occasionally  there  are  conspicuous  hemor- 
rhagic effusions  (hematoniyelilis). 

Microscopic  examination  reveals  destruction  of  the  nerve- 
elements,  and  in  their  place  granular  debris,  fat-globules,  red 
blood-corpuscles,  and  leukocytes. 

Symptoms. — Acute  Transvene  Myelitis. — Moderate  ^Ktv^t 
(loi'^-l03'^  !•'.),  loss  of  apix^tile,  coated  tongue,  ami  consti- 
pation, followed  by  pain  in  the  back  radiating  into  the  limbs. 
With  tlie  pain  there  are  often  various  forms  of  paresthesia, 
as  numbness,  tingling,  burning,  etc.  The  muscles  may  be 
the  seat  of  tremors  or  of  convulsive  seizures.  There  is  fre- 
quently a  sense  of  painful  constriction — "  girdle  pain  " — at 
the  level  of  the  disease.  Paralysis  soon  develops  and  may 
become  more  or  less  complete.  The  reflexes  are  generally 
incrca.sed  when  the  lesion  is  above  the  lumbar  enlargement; 
but  if  the  latter  is  involved,  they  are  lost.  The  paralyzed 
muscles  are  flabby,  but  do  not  yield  the  reactions  of  degen- 
eration; when,  however,  the  reflexes  are  exaggerated,  the 
muscles  often  become  rigid  and  contracted.  At  first  there 
may  be  retention  of  urine  and  feces,  but  later  there  is  fre- 
quently incontinence.  Anesthesia  is  more  or  less  complete- 
Bed-sores  soon  develop  and  add  to  the  distress  of  the 
patient. 

Death  may  result  in  a  few  days  from  extension  upward 
and  involvement  of  the  respiratory  muscles.  In  many  cases 
life  is  prolonged  for  several  weeks,  death  finally  resulting 
from  exhaustion  induced  by  bed-sores  and  c>  stitis.  In  rare 
cases  there  is  a  spontaneous  arrest  of  the  inflammation  and 
slow  recovery  follows,  attended  with  partial  paralysis. 

Acute  Central  Myelitis. — This  resembles  the  former,  but 
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the  trophic  disturbances  are  much  more  marked  and  the 
duration  is  shorter.  The  disease  is  characterized  by  moderate 
fever  and  its  associated  phenomena,  pain  in  the  back,  com- 
plete loss  of  power  and  of  sensation,  loss  of  reflexes,  incon- 
tinence of  urine  and  feces,  rapid  wasting  of  the  muscles,  and 
the  early  development  of  bed-sores.  The  disease  invariably 
proves  fatal  in  from  one  to  two  weeks. 

Diagnosis. — Acute  Poliomyelitis. —  In  this  disease  the 
bladder  and  rectum  are  not  involved  and  there  are  no  sen- 
sory disturbances. 

Landry's  Disease  or  Acute  Ascending  Paralysis. — In  this 
affection  irophic  disturbances  arc  absent ;  the  bladder  and 
rectum  are  not  involved ;  and  the  loss  of  sensation  is  slight. 

Multiple  Neuritis. — The  "  girdle  pain  "  is  absent ;  the 
sphincters  are  ntil  affected  :  bed-sores  are  rare  ;  and  pain  is 
more  marked  in  the  extremities  than  in  the  back. 

Meningitis. — The  girdle  pain  is  absent ;  the  sphincters  are 
not  affected;  the  irritative  phenomena  are  more  marked  than 
the  parah'tic. 

Hemorrhage  Into  the  Cord. — The  paralysis  develops  ab- 
ruptly. 

Prognosis. — Always  extremely  grave.  Acute  central 
myelitis  is  invariably  fatal.  In  other  cases  recovery  attended 
with  partial  paralysis  occasionally  follows. 

Treatment. — If  possible,  the  ^xitienl  should  be  placed  on 
a  water-bed  or  air-bed.  Counterirritation  should  Ix-  avoided, 
on  account  of  the  danjjjcr  of  bed-sores.  Cold,  however,  in 
the  form  of  Chapman's  ice-bags,  may  be  applied  to  the 
spine.  Daily  warm  baths  (90^^  F.)  lasting  about  ten  minutes 
are  useful. 

Kvery  precaution  mu.st  be  taken  against  the  development 
of  bed-sores.  Frequent  change  of  the  patient's  position, 
absolute  cleanliness  of  the  parts  subjected  to  pressure,  and 
bathing  with  alcohol  and  water  will  do  much  toward  ob- 
viating this  complication.  Retention  of  urine  must  be  met 
by  systematic  catheterization  under  the  most  strict  antiseptic 
precautions.  When  there  is  constant  incontinence,  a  care- 
fully adjusted  urinal  should  be  employed. 

Any  tendency  to  cystitis  will  call  for  daily  irrigation  of 
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the  bladder  with  a  solution  of  boric  add  or  other  mild  anti- 
septic solution.  If  recovery  with  partial  paralysis  result, 
massage  and  electricity  may  aid  in  bringing  back  some  of 
the  lost  power. 


CHRONIC  MYELITIS. 

Etiology. — Traumatism,  exposure,  alcoholism,  and 
syphilis  are  predisposing  factors.  It  is  sometimes  induced 
by  the  extension  of  inflammation  from  adjacent  structures — 
meninges  and  vertebrae.  It  is  occasionally  a  sequel  of  acute 
myelitis. 

Pathology. — The  membranes  are  opaque  and  adherent. 
The  whole  cord  has  a  grayish  color ;  it  is  firmer  than  nor- 
mal and  somewhat  contracted. 

Microscopic  examination  reveals  destruction  of  nerve  ele- 
ments and  their  replacement  by  an  overgrowth  of  connec- 
tive tissue. 

Symptoms. — The  disease  begins  gradually  with  numb- 
ness, tingling,  or  burning  in  the  lower  extremities,  followed 
by  a  loss  of  power  and  sensation.  The  reflexes  are  gener- 
ally exaggerated.  The  sphincters  soon  become  involved. 
The  muscles  do  not  waste  until  the  disease  is  far  advanced. 
As  in  other  organic  affections  of  the  cord,  there  is  often  a 
sense  of  constriction,  or  "  girdle  pain,"  at  the  level  of  the 
disease.  The  disease  progresses  very  slowly,  the  duration 
being  from  six  months  to  ten  years. 

Diagnosis. — The  diagnosis  rests  on  the  gradual  devel- 
opment of  symptoms  indicating  a  general  involvement  of 
the  cord. 

Treatment. — Prolonged  rest  is  desirable.  Daily  warm 
baths  arc  grateful.  Counterirritation  in  the  form  of  light 
touches  of  the  actual  cautery  is  useful  in  relieving  pain,  but 
it  does  not  seem  to  exert  any  direct  influence  on  the  prog- 
ress of  the  disease.  When  there  is  reason  to  suspect  the  ex- 
istence of  syphilis,  mercur>'  and  the  iodids  should  be  given 
a  thorough  trial.  Tonics  are  often  indicated.  Massage, 
passive  movements,  and  electricity  are  useful  in  maintaining 
the    nutrition   of   the   affected    muscles.     Early  measures 


4o8 


DISEASES  OF  THE  NERVOUS  SYSTEM, 


should  be  taken  to  prevent  the  formation  of  bed-sores  and 
the  development  of  cystitis. 


AOJTE  ANTERIOR  POUOMYEUTIS 
(Infantile  Paralysis;  Atrophic  Spinal  Paralysis.) 

Definition. — An  acute  disease,  occurring  alni»»st  exclu- 
sively in  young  children,  characterized  anatomically  by  a 
destruction  of  the  gan^^lion-cells  in  the  anterior  gray  horns 
of  the  cord,  and  manifested  clinically  by  abrupt  paralysis 
and  rapid  wasting  of  certain  muscles. 

£tiolo£7. — The  greatest  number  of  cases  occur  within 
the  first  three  years,  and  the  disease  is  far  more  common  in 
summer  than  in  winter.  The  sudden  onset,  the  absence  of 
any  known  exciting  cause,  and  the  fact  that  it  has  occurred 
endcniically  suggest  an  infectious  origin. 

Pathology. — The  sudden  onset  and  wide-spread  initial 
paralysis  are  probably  due  to  intense  congestion,  and  the 
permanent  paralysis  and  wasting  to  destruction  of  the  gan- 
glion-cells in  the  anterior  gray  horns.  Microscopic  exam- 
ination in  recent  cases  reveals  ecchymoses,  destruction  of 
ganglion-celis,  and  infiltration  of  leukocytes. 

Examination  long  after  the  development  of  the  paralysis 
reveals  an  absence  or  atrophy  of  the  large  multipolar  cells 
in  the  gray  horns,  and  in  their  stead  an  overgrowth  of  con- 
nective tissue.  The  anterior  nerve-roots  and  muscles  also 
reveal  degenerative  changes. 

Symptoms. — Generally  the  onset  is  abrupt;  often  the 
child  is  put  to  bed  in  apparent  health  and  in  the  morning  is 
found  paralyzed  in  one  or  more  limbs.  In  some  cases 
febrile  symptoms  precede  the  attack,  and  more  rarely  the 
disease  is  ushered  in  with  a  chill,  a  convulsion,  or  delirium. 

The  paralysis  at  finst  may  be  quite  extensive,  but  more 
conmionly  it  confines  itself  to  certain  groups  of  muscles  in 
the  upi)er  or  lower  extremities.  The  latter  are  especially 
prone  to  suflfcr;  the  affected  muscles  arc  relaxed,  and  the 
surface  is  cold  and  often  cyanosed.  The  paralysis  is  pecu- 
liar in  its  irregular  distribution  and  in  its  tendency  to  im- 
prove spontaneously   up  to  a  certain  limit.     There  are  no 
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sensory  disturbances,  no  involvement  of  the  bladder  and 
rectum,  and  no  tendency  to  bed-sores,  Tlie  muscles  that 
are  jx-rmancntly  affected  rapidly  waste  and  ultimately  yield 
the  reactions  of  degeneration.  From  contractures  of  the 
atrophied  muscles  and  contraction  of  their  healthy  anta^o- 
ni^ts  various  deformities  develop. 

Diagnosis. — The  abrupt  onset  will  distinguish  it  from 
both  idiopathic  mnscular  atrophy  and  progressiTe  miucular 
atrophy.  The  absence  of  sensory  disturbances,  bed-sores, 
and  paralysis  of  the  bladder  and  rectum  will  distinguish  it 
from  myelitis.  The  presence  of  cerebral  symptoms  and  of 
exaggerated  reflexes,  and  the  absence  of  reactions  of  de^en- 
cmtiLin  and  of  early  wasting  will  distinguish  cerebral  paralysis 
of  childhood  from  acute  poliomyelitis. 

Prog^nosis.^Unless  the  initial  symptoms  are  ver>'  severe, 
tlie  prognosis  as  regards  life  is  good.  In  all  cases  some  (»f 
the  paralysis  disappears.  Occasionally  the  improvement  is 
so  great  that  the  usefulness  of  the  member  is  not  impaired ; 
but  far  more  frequently  the  residual  j^aralysis  is  sufficient  to 
cause  considerable  deformity  and  disability. 

Treatment. —  During  the  acute  stage  the  child  should 
be  confined  to  bed.  Mild  laxatives  and  febrifuges  may  be 
used  with  some  advantage.  Ergot  is  often  given  with  the 
view  of  lessening  congestion,  but  it  is  of  doubtful  utility. 
The  affected  limbs  should  be  wrapped  in  cotton-wool. 
After  the  lapse  of  two  or  three  weeks,  electric  treatment 
should  be  instituted.  As  faradism  generally  fails  to  elicit 
any  response,  recourse  must  be  had  to  an  interrupted  gal- 
vanic current.  One  pole  (cathode)  may  be  placed  over  an 
indiflfcrcnt  point,  such  as  the  spine,  while  the  other  (anode) 
is  slowly  stroked  over  the  affected  muscles  The  weakest 
current  that  will  cause  contraction  should  be  used.  The 
treatment  should  be  given  for  ten  mmutes,  three  or  four 
times  weekly,  and  should  be  kept  up.  if  necessary,  for 
several  months.  Massage  is  a  valuable  adjuvant  to  electric 
treatment.  Local  bathing  with  shampooing  may  also  be  used 
with  benefit.  Internally  str>xhnin  (jjj  of  a  grain,  grad- 
ually increased,  to  a  child  of  two  years)  is  sometimes  use- 
ful.    The  treatment  of  the  latter  stages  of  infantile  paralysis 


4IO 


DISEASES  OF  THE   NERVOUS  SYSTEM. 


is  chiefly  surgical,  and  has  for  its  object  the  preventioi 
correction  of  deformities. 


PROGRESSIVE  MUSCULAR  ATROPHY. 

(Ohronic  Spinal  Muscular  Atrophy;  Chronic  PoliomyelitiB.) 

Definition. — A  chronic  affection,  characterized  anatom- 
ically by  degeneration  of  the  gan^Hon-cells  in  the  anterior  gray 
horns  of  the  spinal  cord,  and  manifested  clinically  by  gradual 
loss  of  power  and  atrophy  of  corresponding  muscles. 

Stiolog7. — The  diseiLse  is  much  more  common  in  males 
than  in  females.  It  occurs  most  frequently  in  adults  be- 
tween the  ages  of  twenty  and  fifty.  Hereility  is  rarely  a 
factor  Kxposure,  overexertion,  nervous  shock,  and  syphilis 
are  supposed  causes. 

Pathology. — Microscopic  examination  of  the  gray  mat-] 
ter  of  the  cord  reveals  atrophy  or  complete  absence  of  the 
large  multipolar  cells  in  the  anterior  comua.  and  an  over- 
growth of  connective  tissue.  The  anterior  root-fibers  are 
also  the  seat  of  degenerative  changes.  In  some  cases  the 
lateral  columns  are  likewise  sclerosed  (amyotrophic  lateral 
sclerosis). 

Examination  of  the  affected  muscles  reveals  atrophy  of 
the  fibers  and  an  overgrowth  of  connective  tissue. 

Symptoms.^ Not  infrequently  prodromal  symptoms  arci 
noted  in  the  parts  to  be  affected,  such  as  pain,  coldness,  or; 
numbness.  Soon  loss  of  power  and  wasting  begin  in  the 
small  muscles  of  the  hand,  namely,  the  thenar  and  interossei 
muscles.  Although  one  hand  is  usually  affected  before  the 
other,  the  disease  tends  to  become  symmetric.  Next  to  the 
hands,  the  muscles  of  the  shoulders  and  arms  slowly  waste,,] 
rendering  llie  bony  prominences  marked  ;  and  so  the  disease 
advances  little  by  little  until  the  patient  is  reduced  to  a  mere 
skeleton.  The  hands  assume  a  characteristic  appearance: 
from  atrophy  of  the  interossei  and  contraction  of  the  long 
extensor  and  flexor  muscles  they  become  "claw-like."  The 
wasted  muscles  are  frequently  the  seat  of  fibrillar)'  tremors. 
The  response  to  the  galvanic  and  faradic  currents  is  dimin- 
ished, but  the  reactions  of   degeneration   do   not  develop 
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until  the  disease  is  far  advanced.  Although  the  patient 
may  complain  of  coldness  and  numbness,  sensation  is  not 
impaired.  The  legs  arc  not  involved  until  late,  and  often 
escape  entirely. 

The  wasting  pro^jrcsses  verj'  slowly,  and  dtuth  may  result 
from  some  intercurrent  disease  ;  if  such  is  not  the  case,  ex- 
tension to  the  medulla  leads  to  symptoms  of  hulhar  pais}\ 
such  as  indistinct  articulation,  inability  to  pucker  the  lips, 
difficult  swallowing,  and  embarrassed  respiration. 

Diagnosis. — Idiopathic  Muscular  Atrophy. — This  disease 
is  distinctly  hereditary,  occurs  in  children,  attacks  the  large 
muscle,  and  never  presents  fibrillary  tremors. 

Prognosis. — Always  unfavorable.  The  duration  is  in- 
definite 

Treatment. — Massage, hydrotherapy, and  electricity  have 
seemed  to  be  of  some  avail,  but  no  permanent  ^*x>d  has  been 
achieved  by  these  or  other  measures.  Gowers  has  spoken 
favorably  of  .strychnin  and  arsenic.  In  cases  with  a  history 
of  s>'philis,  mercury'  and  the  iodids  should  be  tried. 


BULBAR  PARALYSIS 

I  OIossoIablolarTugeal  Faralysla.) 


Definition. — Paralysis  of  the  lips,  tongue,  phar\'n.\',  and 
!ar>'nx  from  destruction  of  the  ganglionic  cells  of  the  medulla 
oblongata. 

Stiolog^. — An  acute  form  is  observed  that  results  either 
from  hemorrhage  or  fmm  an  acute  poliomjelitis  of  the  me- 
dulla. The  chronic  form,  or  progressive  bulbar  palsy,  may 
result  from  chronic  poliomyelitis  invoking  primarily  the 
medulla,  or  from  the  extension  of  the  degenerative  process 
in  paretic  dementia,  amyotrophic  lateral  sclerosis,  progressive 
muscular  atrophy,  or  acute  ascending  paralysis  (I^ndry's 
disease ). 

Symptotns. — These  include  impairment  of  speech  ;  in- 
ability to  protrude  the  tongue;  dribbling  of  saliva  ;  difficult 
swallowing ;  choking  spells  from  the  entrance  of  food  or 
mucus  into  the  larynx  ;    partial   suppression   of  the  voice 
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with  measured  speaking;  fibrillary  tremors  of  the  lips  and 
tongue  ;  and   loss  of  reflex  action. 

Prognosis. — Unfavorable.  The  acute  variety  is  speedily 
fatal ;  the  chronic  form  may  last  several  years.  DeatJi  may 
result  from  exhaustion,  cardiac  failure,  or  aspiration-pneu- 
monia. 

Treatment. — This  is  unsatisfactory.  Massage  and  elec- 
tricity may  be  tried.  Strychnin  has  been  recommended. 
The  stomach-tube  should  be  used  when  the  jjatient  is  unable 
to  swallow. 

ACUTE  ASCENDING  PARALYSIS. 
(I<andry'a  Disease.) 

Definition. — An  acute  disease  of  rare  occurrence,  char- 
acterized by  motor  paralysis  beginning  in  the  feet  and 
rapidly  spreading  until  it  involves  the  muscles  of  respira- 
tion*  and  deglutition. 

Etiology. — The  causes  are  unknown.  It  is  usually  ob- 
served in  young  male  adults.  Tlie  abrupt  onset,  acute 
course,  and  absence  of  known  cause  and  of  definite  lesions 
have  suggested  an  infectious  origin. 

Pathology. — In  few  instances  degenerative  changes  have 
been  detected  in  the  lower  motor  neurons. 

Sjrmptoms. — Febrile  symptoms  usually  usher  in  the 
attack.  The  paralysis  begins  in  tlic  legs  and  involves  suc- 
cessively the  trunk,  upper  extremities,  and  muscles  of 
respiration  and  deglutition.  The  reflexes  arc  abolished. 
The  sphincters  arc  retentive;  sensation  is  usually  normal, 
but  there  may  be  paresthesia  or  some  anesthesia;  the  mus- 
cles are  relaxed,  but  do  not  waste  or  yield  the  reactions  of 
degeneration.  In  some  instances  the  spleen  and  lymphatic 
glands  arc  swollen. 

Diagnosis.— Acute  Myelitis. — Anesthesia,  wasting,  reac- 
tions of  degeneration,  and  early  involvement  of  the  sphinc- 
ters will  serve  to  distinguish  myelitis  from  acute  ascending 
paralysis. 

Multiple  neuritis  can  usually  be  distinguished  from  Landry's 
disease  by  the  marked  sensory  disturbances  in  the  former. 
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Prognosis, — Unfavorable.  The  vast  majority  of  cases 
terminate  fatally  in  the  course  of  a  few  days.  Occasionally 
there  are  a  spontaneous  arrest  and  a  gradual  restoration  to 
health. 

Treatment. — The  patient  should  be  kept  at  rest,  and  wet 
cups  applied  to  the  spine.  l*>t;otin  (10  to  20  grains  a  day), 
belladonna,  salicylates,  mercury,  and  iodids  are  the  remedies 
that  have  been  recommended. 
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LOCOMOTOR  ATAXIA- 

(Tabes  Dorsalis;  Posterior  Sclerosis.) 

Definition. — A  degenerative  affection  of  the  posterior 
columns  of  the  spinal  cord  and  posterior  nerve-roots,  char- 
acterized by  incoordination,  loss  of  deep  reflexes,  disturbances 
of  sensation  and  nutrition,  and  various  ocular  phenomena. 

Etiology. — The  disease  occurs  most  frequently  between 
the  ages  of  twenty  and  fifty.  It  is  ten  times  more  common 
in  men  than  in  women.  Syphilis  apjjcars  to  be  the  exciting 
cause  of  at  least  three-fourths  of  all  cases.  Exposure,  ex- 
cesses, overexertion,  and  alcoholism  are  contributing  factors. 

Pathology. — The  membranes  over  the  posterior  columns 
are  often  opaque  and  adherent.  The  posterior  columns  have 
a  grayish  color  and  are  firm  and  shrunken. 

Microscopic  examination  reveals  atrophy  of  the  nerve- 
fibers  and  an  overgrowth  of  connective  tissue  in  the  columns 
of  Goll.  Burdach,  and  Ussaucr  and  in  the  posterior  roots. 
The  spinal  ganglia  may  or  may  not  be  affected.  The 
peripheral  nerves  and  the  cranial  nerves,  especially  the  optic, 
may  also  be  involved. 

Symptoms. — Motor  PhiHomcna. — One  of  the  earliest 
symptoms  is  loss  of  coordination.  This  is  first  manifested 
by  unsteadiness  when  the  patient  walks  in  the  dark.  When 
he  stands  erect,  with  the  eyes  closed  and  feet  together,  he 
staggers  and  tends  to  fall  (Romberg's  symptom).  When 
the  arms  are  affected,  there  is  inability  to  perform  work  re- 
quiring delicate  coordination,  such  as  writing  and  piano- 
playing.     This  loss  of  coordination  in  the  upper  extremities 
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becomes  conspicuous  when  the  patient,  while  his  eyes  are 
closed,  attempts  to  touch  the  i\\i  of  his  nose. 

The  gait  is  characteristic;  in  walking  he  raises  his  feet 
high,  throws  them  forward,  and  brings  them  down  forcibly 
in  sucli  a  way  that  tlic  whole  sole  strikes  the  floor  at  once. 
Although  tlic  |)attent  may  be  unable  to  walk  or  to  use  his 
hands  with  precision,  there  is  no  actual  loss  of  power. 

Saisory  Plufiomifta. — I*ain  is  rarely  absent ;  it  is  sharp 
and  lancinating  in  character,  and  appears  in  paroxysms.  It 
usually  involves  tlie  extremities,  but  sometimes  it  attacks  tlie 
stomach  and  is  accompanied  with  obstinate  vomiting.  The 
term  g^astric  crisis  is  applied  to  this  phenomenon.  Crises 
may  also  occur  in  other  organs,  notably  the  larj'nx,  where 
they  are  manifested  by  intense  dyspnea  and  stridulous 
breathing. 

A  sense  of  constriction  about  the  trunk  at  different  levels 
(••girdle  sensation  ")  is  a  common  sensory  symptom.  Various 
forms  of  paresthesia  are  observed,  such  as  tingHng,  numb- 
ness, burning,  etc.  Irregular  areas  of  anesthesia  are  nearly 
always  present  The  muscle-sense  is  also  more  or  less  im- 
paired. 

Reflex  Phettometm. — The  knee-jerk  is  lost  early  in  the 
disease.  I^ter  other  reflexes,  such  as  the  plantar,  cremas- 
teric, and  abdominal,  may  be  abolished. 

Eye  Phenoweua. — The  pupil  fails  to  respond  to  light  while 
it  still  accommodates  for  distance  (Arg^'ll-Robertson  pupil). 
The  jiupils  are  usually  small.  Optic  atrophy  and  paresis  of 
the  ocular  muscles  are  frequent  symptoms. 

Msiirai  Phenomena. — Apart  from  the  crises  already  men- 
tioned, there  may  be  incontinence  of  urine,  constipation,  or 
paralysis  of  the  sphincter  ani.  and  loss  of  sexual  power. 

Trophic  Phenomnia, — These  usually  appear  late.  The 
most  curious  arc  the  so-called  arthropathies,  which  consist 
of  enlargement  of  the  joints,  associated  with  serous  effusions, 
atrophy  of  the  heads  of  the  bone,  erosion  of  tlie  cartilages, 
and  calcification  of  the  ligaments.  These  articular  changes 
sometimes  lead  to  luxations.  Occasionally  a  perforating 
ulcer  apiH?ars  in  the  foot. 

Diagnosis. — MnlUple  Keuritis. — The  pain  is  not  lana- 
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naling,  like  that  of  tabes ;  there  is  tenderness  over  the 
peripheral  nerves;  there  is  loss  of  muscular  power  with* 
alropliv  and  reactions  of  degeneration;  and  Argyll-Robert- 
son pupil  is  absent. 

Tumor  of  the  Oerebellum. — In  this  condition  the  reflexes 
arc  not  aboHshcd,  the  Argyll-R'»bcrtson  pupil  and  iiglUning 
pains  are  absent,  and  instead  there  may  be  persistent  vertigo, 
vomiting,  headache,  and  optic  neuritis. 

Gastral^ia. — A  gastric  crisis  may  be  mistaken  for  gas- 
tralgia,  but  the  associated  phenomena  of  locomotor  ataxia 
will  prevent  an  error  in  diagnosis. 

Prognosis. — Complete  recovery  probably  never  occurs. 
The  duration  ranges  from  three  to  twenty  years.  Death  is 
usually  the  result  of  some  intercurrent  disease. 

Treatment. — Rest  is  an  important  factor  in  the  treatment. 
Krb  advises  that  the  patient  should  live  as  if  he  were  an 
old  man,  quietly,  regularly,  and  with  no  excitement.  Mental 
fatigue  should  also  be  avoided.  Sexual  excesses  are  exceed- 
ingly injurious.  The  diet  should  be  nutritious  and  easily 
digestible.  Alcohol  and  tobacco  should  be  u.sed  .sparingly, 
if  at  all.     Flannel  should  always  be  worn  next  to  the  skin. 

Massage  affords  a  valuable  means  of  securing  the  benefits 
of  exercise  without  the  exjKnditure  of  energy. 

Systematic  reeducation  of  coordinating  movements,  as 
onginally  recommended  by  Frcnkcl,  has  been  found  a  most 
effective  remedy  for  tlie  ataxia.  Even  in  advanced  cases,  in 
which  there  is  marked  disturbance  of  sensation,  this  method 
of  treatment  is  not  without  benefit,  and  the  improvement 
may  last  for  years  if  the  disease  is  st.itionary  or  only  slowly 
progressive. 

Tepid  baths  of  80^-85°  F.  are  sometimes  of  distinct  ser- 
vice. They  should  be  suspended,  however,  while  the  exer- 
cise treatment  is  being  u.sed.  Mercury  and  indids  should 
be  given  a  thorough  trial  in  all  cases  in  which  syphilis  is 
suspected. 

Thf  Pains. — When  the  pains  are  severe,  the  most  potent 
remedial  measure  is  absolute  rest  in  bed.  Light  touches  of 
the  actual  cauter>'  or  sinapisms  over  the  root  of  the  nerve 
supplying  the  affected  part  often  afford  relief.    Deep  massage 
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is  someliincs  of  service.  Mitchell  has  found  the  alternate 
a[>pIication  of  ice  and  hot  water  useful.  Flannel  bandages 
applied  firmly  from  the  toes  up  to  the  middle  third  of  the 
thigh  sometimes  do  much  good.  A  snugly  fitting  abdominal 
binder  may  also  be  used  to  lessen  girdle  pain.  Electricity 
in  the  form  of  llie  faradic  brush,  static  si>ark,  or  stabile  gal- 
vanic anude  is  worthy  of  a  trial. 

The  most  generally  useful  anodynes  arc  phenacctin  and' 
antipyrin.  Cannabis  indica  or  nitroglycerin  occasionally 
succeeds. 

In  many  cases  recourse  must  be  had  to  morphin,  but  itS' 
use  should  be  deferred  as  long  as  possible. 

Nnmhtu'ss  and  parcsthcsui  often  yield  for  a  time  to  local 
applications  of  faradism  given  with  the  wire  brush. 

Vesical  and  rectal  tenesmus  may  be  relieved  by  supposi- 
tories of  opium  with  belladonna  or  applications  of  cocain. 
Mitchell  has  found  faradism  of  great  service. 

Vesical  weakness  sliould  receive  the  m(»st  careful  attention. 
The  bladder  must  be  thoroughly  emptied — if  need  be,  by 
cathetcrixation.  On  the  first  appearance  of  cystitis  the 
bladder  should  be  thoroughly  washed  out  with  weak  anti- 
septic solutions. 


PRIMARY  SPASTIC   PARAPLEGIA. 

(Lateral  SclerosiB ;   Anterolateral   Scleroais.) 

Definition. — A  chronic  disease,  characterized  by  gradual 
loss  of  power,  marked  exaggeration  of  the  reflexes,  and  a 
spastic  condition  of  the  muscles,  without  atrophy  or  sensory 
disturbances. 

etiology. — ^The  etiology  is  obscure.  The  disease  usually 
develops  between  the  ages  of  twenty  and  forty.  Both  sexes 
arc  equally  affected. 

Pathology. — A  primary  degeneration  of  tl^e  lateral 
columns  (terminations  of  the  upper  motor  neurons)  is  as- 
sumed to  be  the  anatomic  cause  of  the  disease. 

Symptotns. — Loss  of  power  is  generally  the  first  symp- 
tom.     This  begins  in  the  lower  e.xtremilics  and  increases 
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very  slowly.  The  knee-jerk  is  exaggerated,  and  in  most 
cases  ankle-clonus  can  be  elicited.  When  put  in  use,  the 
muscles  become  stiff  or  sjiastic,  and  when  the  disease  is 
fully  developed,  the  gait  is  peculiar.  In  walking  the  knees 
are  drawn  together,  the  legs  drag  behindhand  the  toes  catch 
the  ground. 

The  muscles  do  not  waste,  but  tend  rather  to  become 
hypertrophied  from  continued  reflex  stimulation.  Sensory 
and  trn[>hic  disturbances  are  absent,  and  the  sphincters  are 
onl\'  rarely  affected. 

Prognosis. — The  disease  is  incurable,  but  the  course  is 
extremely  slow. 

Treatment. — Rest,  warm  baths  (90°  F.),  and  massage 
are  the  most  useful  measures.  If  there  be  a  suspicion  of 
syphilis,  aiitiluetic  treatment  should  be  instituted. 


AMYOTROPHIC  LATERAL  SCLEROSIS* 

Definition. — A  chronic  disease,  characterized  anatomi- 
cally by  degeneration  of  the  lateral  columns  an<]  atrophy 
of  the  ganglionic  cells  in  the  anterior  gray  horns  of  the 
spinal  cord,  and  clinically  by  loss  of  power,  atrophy,  and  a 
spastic  .state  of  the  muscles. 

Pathology. — The  chief  lesion  is  a  degeneration  of  the 
pyramid.d  tracts,  with  atrophy  of  the  large  cells  in  the  ven- 
tral  horns  and  of  certain  groups  of  cells  in  the  medulla. 

Ssmiptoms. — These  include  wasting  of  the  muscles. 
with  loss  of  power,  spastic  contractions,  and  exaggerated 
reflexes.     The  upper  extremities  are  usually  first  affected. 

When  the  medulla  is  involved,  symptoms  of  glossolabial 
paralysis  appear.  Sensation  is  not  impaired,  and  the  sphinc- 
ters are  rarely  disturbed. 

The  muscular  rigidity  and  exaggerated  reflexes  will  dis- 
tinguish it  from  pure  pro^essivr  imtscular  atrophy^  and  the 
atrophy  of  the  muscles  from  pure  lateral  sclerosis. 

Prognosis. — Unfavorable.  Death  occurs  in  from  one  to 
five  years. 

Treatment,— This  is  the  same  as  for  lateral  sclerosis. 
21 
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ATAXIC  PARAPLEGIA. 

Definition. — A  sclerotic  affection  of  the  posterior  and 
lateral  coIuDins.  manifesting  symptoms  of  both  locomotor 
ataxia  and  spastic  paraplegia. 

Symptoms. — It  resembles  spastic  paraplegia  in  the  loss 
of  power,  spastic  condition  of  the  muscles,  increased  re- 
flexes, and  absence  of  sensory  disturbances  ;  and  locomotor 
ataxia  in  the  distinct  loss  of  coordination. 


DISSEMINATED  CEREBROSPINAL  SCLEROSIS. 

Multiple  SclerosiA;  Insular  Sclerosis.) 

Definition. — A  chronic  disease,  characterized  anatorVn^ 
cally  l»y  patches  of  sclerosis  of  varying  size  scattered  through- 
out the  hr.iin  and  spinal  cord. 

£tiolO£7. — The  causey  that  lead  to  other  scleroses  of 
the  spinal  cord  may  induce  this  disease;  the  infectious 
fevers,  however,  are  assigned  a  prominent  p!ace  in  its  eti- 
ology. It  is  more  commonly  observed  in  younger  persons 
than  is  locomotor  ataxia  or  lateral  sclerosis. 

Pathology- — Areas  of  firm,  gray,  sclerotic  tissue,  of 
various  sizes  and  shapes,  are  found  through  the  brain  and 
spina!  cord. 

Symptoms. — The  spinal  symptoms  may  resemble  either 
locomotor  ataxia  or  lateral  sclerosis,  according  as  the  pos- 
terior or  the  lateral  columns  are  chiefly  affected.  The  char- 
acteristic symptoms  are  loss  of  power,  usually  most  marked  in 
the  legs  ;  increased  reflexes  ;  vague  pains  ;  a  coarse  tremor  de- 
veloped on  movement  (volitional  tremor) ;  a  slow,  hesitating, 
"scanning"  speech;  nystagmus — tremor  of  the  eyeballs; 
various  disturbances  of  sensation  ;  vertigo;  and  mental  im- 
pairment.    Trophic  disturbances  are  generally  absent. 

Diagnosis. — Disseminated  sclerosis  may  be  mistaken 
for  paralysis  agitans.  but  the  latter  disease  develops  in  late 
life ;  the  tremor  is  fine,  rarely  involves  the  head,  is  not 
made  worse  by  use  of  the  muscles,  and  nystagmus  is 
absent. 

Prognosis. — Unfavorable.     The  duration  is  indefinite, 
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tth  improvement  of  the  symptoms 


jcnoral  treatment  is  the  same  as  that 


and  long   remissions 
are  not  uncommon. 

k    Treatment. —TIk-  ^ 
of  posterior  sclerosis.     Bromids,   hyoscin,  hyoscyamin,  and 
belladonna  have  been  recommended  for  tlie  tremors. 


HEREDITARY  ATAXIA- 

^Friedreich's  Ataxia.) 
A  family  disease,  characterized  anatomically 


Definition. 

by  sclerosis  of  the  lateral  and  posterior  columns  of  the 
spinal  cord,  and  clinically  by  symptoms  resembling  those 
of  locomotor  ataxia. 

Etiology. — The  disease  most  frequently  develops  be- 
tween the  second  and  fifteenth  years,  and  usually  attacks  a 
number  of  individuals  in  the  same  family.  Some  cases  can 
be  traced  to  heredity;  in  others  no  cause  can  be  ascertained. 

Pathology. — The  chief  lesion  is  a  sclerosis  of  the  lateral 
and  pcKstcrior  columns  of  the  spinal  cord. 

S3miptoms. — The  characteristic  symptoms  are:  Ataxia 
of  all  purposeful  movements;  loss  of  the  knee-jerks  ;  irregu- 
lar jerking  movements  of  the  hands;  muscular  weakness; 
nystaj^mus ;  a  scarmin^  speech ;  lateral  spinal  curvature, 
and  deformity  of  the  feet,  j^enerally  hollow  feet  (jk-s  cavis), 
with  extension  of  the  big  toe. 

It  differs  from  locomotor  ataxia  in  the  absence  of  sharp 
pains,  of  anesthesia,  of  the  A  rg>*ll- Robertson  pupil,  and  \\\  the 
occurrence  of  nysta'^nuis,  scanning  speech,  and  deformities. 

Prognosis  and  Treatment.— Unfavorable.  The  course 
is  extremely  slow.     Treatment  is  of  no  avail. 

SYRINGOMYELIA. 

Definition. — A  chronic  aficction  of  the  spinal  cord,  char- 
acterized anatomically  by  the  formation  of  a  cavity  in  its 
substance,  and  clinioilly  by  atrophy  of  certain  muscles, 
peculiar  disturbances  of  sensation,  and  various  trophic  dis- 
orders. 

Btiology. — It  is  much  more  common  in  males  than  in 
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females.  Eighty  per  cent,  of  the  cases  occur  between  thc| 
ages  of  ten  and  forty  years.  Traumatism  or  one  of  the; 
infectious  fevers  may  excite  it. 

Pathologry- — The  disease  begins  as  an  overgrowth  of 
the  embryonic  neuroglia.  The  cavit>'-formation  is  a  second- 
ary process,  and  is  brought  about  by  degeneration  of  the 
gliomatous  tissue,  or  possibly  in  some  instances  by  hemor- 
rhage. The  cervical  and  upper  dorsal  regions  are  the  usual 
seats  of  the  lesion.  The  cavity  lies  in  the  gray  matter,  and 
may  be  in  the  position  of  the  central  canal  or  somewhat  pos- 
terior to  it.  Secondary  degenerations  are  frequently  ob- 
served in  the  anterior  or  posterior  horns  or  in  the  anterior 
or  posterior  columns. 

Symptoms. — The  disease  usually  attacks  the  upper  ex- 
tremities, the  chief  symptoms  being  wasting  of  the  muscles  ; 
fibrillar)'  tremors;  loss  of  painful  and  thermic  sensations, 
while  tactile  sensation  is  preserved  or  but  slightly  affected 
[dissociation  sympUmi)\  lateral  spinal  curvature;  and  various 
trophic  disturbances,  such  as  arthropathies,  fissures,  ulcers, 
and  gangrene.  Such  eye  symptoms  as  nystagmus,  in- 
equality o{  pupils,  and  narrowing  of  the  visual  fields  arc 
frequently  observed.  In  many  instances  symptoms  of  lat- 
eral sclerosis,  posterior  sclerosis,  or  bulbar  disease  arc  super- 
added. 

The  distinctive  features  o{  Mori'an's  <//jr(W^  (probably  a ' 
form  of  syringomyelia)  arc  tactile  anesthesia  and  painless 
felons. 

Diagnosis. — Cervical  pachymeningitis  is  more  painful,  and 
the  anesthesia  includes  tactile  sensation.  In  progressive  mua- 
cular  atrophy  and  amyotrophic  lateral  sclerosis  sensor>'  symp- 
toms are  wanting.  Leprosy  may  be  recognized  by  loss  of 
tactile  sensation,  discoloration  of  skin,  nodular  swellings,  and 
presence  of  bacilli  in  the  secretions  of  the  nose  and  eyes  and 
in  the  serum  of  blisters. 

Prognosis. — Unfavorable.  The  duration  is  from  five  to 
twenty  years. 

Treatment. — This  is  necessarily  symptomatic 
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CAISSON  DISEASE. 

I  Divers'  Paralysis.) 

Defioition. — A  condition  observed  in  divers  and  others 
subjected  to  increased  atmospheric  pressure,  and  character- 
ized by  motor  and  sensory  paralysis  and  other  nervous 
symptoms. 

Stiolo^. — A  pressure  of  more  than  two  atmospheres  is 
required  to  produce  the  paralysis,  and  the  time  elapsing 
before  its  appearance  lessens  as  the  pressure  increases. 

Pathology. — The  symptoms  have  been  ascribed  by  some 
to  the  hberation  in  the  cord  of  gases  that  have  been  absorbed 
by  the  blood  during  exposure  to  the  high  pressure  ;  by  others, 
to  stasis  of  blood  and  edema.  The  cord  is  found  congested 
and  sometimes  the  seat  of  hemorrhages. 

Symptoms. — The  condition  may  manifest  itself  immedi- 
ately on  reaching  the  surface  or  after  the  lapse  of  several 
hours.  The  most  important  phenomena  are  pains  in  the 
joints,  followed  by  motor  and  sensor^'  paralysis  in  the  lower 
extremities.  The  bladder  and  rectum  are  sometimes  in- 
volved. Occasionally  the  paralysis  takes  the  form  of  a 
hemiplegia  instead  of  a  paraplegia.  Gastralgia  and  vomiting 
are  common  symptoms,  In  severe  cases  coma  develops  and 
death  follows  in  a  few  hours.  Generally,  however,  the 
symptoms  gradually  subside,  and  the  power  is  fully  restored 
in  the  course  of  a  few  days  or  a  few  weeks. 

Treatment- — As  a  preventive  measure,  the  transition 
from  high  to  low  pressure  should  be  accomplished  grad- 
ually.    Marked  cases  should  be  treated  as  acute  myelitis. 


DISEASES  OF  THE   NERVES. 


I  NEURITIS. 

Defitlitioti. — Inflammation  of  nerves. 
Etiology. — (1)  It  may  result  from  traumatism — blows, 
wounds,  or  compression.     (2)   It  may  be  due  to  exposure  to 
cold  and  wet.     (3)  It  may  be  secondary  to  inflammation  of 
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adjacent  structures.  (4)  It  may  be  secondary  to  rheumatism. 
gout,  syphilis,  or  one  of  the  infectious  fevers. 

Pathology. — Tlic  sheatli,  interstitial  connective  tissue,  or 
fibers  may  be  independently  adected,  but,  ;is  a  rule,  all  parts 
of  the  nerve  arc  involved.  Wlien  the  process  is  acute,  the 
nerve  is  red  and  swollen,  and  microscopic  cTcamination  re- 
veals an  infiltration  of  leukocytes,  with  more  or  less  granular 
degeneration  of  the  fibers. 

In  chronic  ncurins  the  nerve-trunk  is  gray,  shriveled,  and 
hard,  and  microscopic  examination  shows  an  overgrowth  of 
connective  tissue  and  j^rarnilar  di-tjeneration  of  fibers. 

Symptoms  of  Acute  Neuritis. — There  are  three  sets 
of  phenomena — sensory,  motor,  and  trophic. 

Scfisory  Synip/oms. — There  is  severe  pain  following  the 
course  of  the  affected  nerve,  which  is  tender  to  the  touch. 
The  pain  is  often  associatcil  with  various  manifestations  of 
paresthesia,  such  as  burnin^^  numbness,  tinjjling,  and  the 
like.  The  part  is  at  first  hyperesthetic,  but  later  it  is  more 
or  less  anesthetic. 

Motor  Sypfipfoms. — Muscular  power  is  impaired;  there 
may  be  fibrillar  tremors;  the  reflrxes  are  diminished  or  lost. 

Trophic  Syntptotns. — An  erujition  of  herjies  sometimes  fol- 
lows the  affected  ner\'es.  The  skin  may  become  glossy  an^ 
the  nails  lusterless  and  brittle.  In  advanced  cases  there  are 
wasting  of  muscles  and  impaired  electrocontractility.  Occa- 
sionally effusion  into  the  joints  is  observed. 

In  severe  cases  there  may  be  febrile  symptoms. 

Chronic  neuritis  is  cliaracterized  by  pain,  anesthesia, 
paresis,  atrophy  and  contracture  of  the  muscles,  reactions 
of  degeneration,  "  glossy  skin,"  and  thickening  and  brittlc- 
ncss  of  the  nails. 

Diagnosis. — Neuritis  may  be  mistaken  for  neuralgia ; 
but  in  tiie  latter  the  pain  is  paroxysmal  and  is  unassi">ciated 
with  tenderness  along  the  course  of  the  nerve,  paresthesia, 
anesthesia,  paresis,  and  changes  in  the  electrocontractility. 

Prognosis. — In  acute  cases  the  prognosis  is  guardedly 
favorable;  the  duration  is  from  a  few  days  to  several  weeks. 
In  chronic  neuritis,  after  the  development  of  marked  trophic 
changes,  the  prognosis  is  grave. 
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Treattuent. — The  cause  should  be  ascertained,  and,  if 
possible,  removed.  In  rheumatism,  alkalis  and  salicylates 
are  indicated.  In  syphilis,  iodid  of  potassium  should  be 
administered  in  large  doses.  The  part  should  be  put  at  rest. 
For  the  pain,  sedative  lotions  (lead-water  and  laudanum), 
warm  fomentations,  or  small  bhsters  may  be  applied  to  the 
affected  parts,  and  morphin  administered  hypodennically. 
When  morphin  is  contraindicated,  salicylic  compounds  or 
phenacetin  may  be  employed  in  its  stead.  Such  a  combina- 
tion as  the  following  is  often  efficacious : 


B.     riicnacctini 

Salol 

Fiuit  chartoix  No.  xi|. 

Sn:.— One  every  three  ur  four  buurs. 


zUs 

3i.-M, 


After  the  subsidence  of  all  acute  symptoms  iodid  of  potas- 
sium may  be  given  for  its  absorbent  effect  and  small  blisters 
applied  locally.  Restoration  of  power  will  be  assisted  by 
massage  and  electricity,  and  by  the  administration  of  strych- 
nin internally  or  hypodennically. 

MULTIPLE  NEURmS. 

Definition. — Iriflammation  of  several  nerve-trunks,  re- 
sulting from  a  general  cause,  and  characterized  by  pain, 
paresthesia,  anesthesia,  paresis,  and  muscular  atrophy. 

Btiology. — Alcoholism,  syphilis,  rheumatism,  the  infec- 
tious fevers,  e.xposnre  to  cold  and  wet.  and  mineral  poison- 
ing are  common  causes.  In  the  Orient  multiple  neuritis 
occurs  as  an  endemic  disease  (kakke  or  beri-bcri)  which  is 
probably  microbic  in  origin. 

Symptoms, —  The  acute  fonn  is  characterized  by  a  chill, 
followed  by  moderate  fever  (|02°-I03°  F.),  headache,  pain 
in  the  back,  malaise,  coated  tongue,  loss  of  appetite,  consti- 
pation, febrile  urine,  and  the  following  local  phenomena: 
Pain,  numbness,  and  tingling  in  the  affected  limbs;  loss  of 
power,  esjjecially  in  the  legs  and  extensor  muscles;  aboli- 
tion of  the  reflexes ;  atrophy  of  the  muscles ;  more  or  less 
anesthesia ;  and  tetulerness  over  the  nerve-trunks. 

Chroftu  Form. — Febrile  symptoms  are  absent  and  the  dis- 
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case  is  manifested  by  pains  in  tlie  limbs,  hyperesthesia,  pares- 
thesia, irregular  areas  ^y^  iincsthcsia,  loss  of  power,  abolition 
of  the  deep  reflexes,  tenderness  over  the  nerve-trunks,  wast- 
ing of  the  muscles,  impaired  electric  contractility,  and  edema 
of  the  liands  and  feet. 

Complications. — Delirium,  delusions,  and  hallucina- 
tions are  not  uncommon,  especially  in  the  alcoholic  variety. 

Diagnosis. — LocomoUfr  Ataxia. — The  absence  of  the 
lightning-pains,  girdle  sensation,  Argyll-Robertson  pupil, 
and  the  presence  of  paralysis,  wasting,  and  neural  tenderness 
will  serve  to  distinguish  multiple  neuritis  from  locomotor 
ataxia. 

Prognosis. — Guardedly  favorable.  Acute  neuritis  some- 
times proves  fatal  from  involvement  of  the  respiratory 
muscles.  In  chronic  cases  of  long  duration  the  outlook  is 
not  hopeful. 

Treatment. — This  is  the  same  as  for  locahzed  neuritis. 

SCIATICA. 

Definition. — Pain  along  the  sciatic  ner\'e,  usually  result- 
ing from  neuritis. 

Btiology. — It  is  usually  primary,  developing  in  rheu- 
matic or  gouty  persons  after  exposure  to  cold  and  wet. 
Some  cases  owe  their  origin  to  syphilis.  Occasionally  it  is  a 
secondary  condition  resulting  from  the  presence  of  an  intra- 
pelvic  growth  or  from  caries  of  the  bone  in  hip-joint  disease. 

Sjrmptoms. — The  disease  may  begin  abruptly  or  gradu- 
al!)', and  is  charncterizcd  by  a  sharp  shooting  pain  running 
down  the  back  of  the  thigh.  Movement  of  the  limb  intensi- 
fies the  sufiering.  The  pain  may  be  uniformly  distributed 
along  the  course  of  the  nerve,  but  not  infrequently  there  are 
certain  spots  where  it  is  more  intense.  Subjective  sensa- 
tions, such  as  tingling  and  ntmibness,  are  often  noted.  The 
nerve  may  be  extremely  sensitive  to  touch.  The  symptoms 
grow  worse  at  night  and  on  the  approach  of  stormy  weather. 
The  duration  of  the  attack  varies  from  a  few  days  to  several 
months  In  lonc-standingf  cases  the  muscles  become 
atrophied  and  rigid. 
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DiagfnosiS.  — Cozalgia.  — I  n  t liis  aftection  the  pain  is 
most  marked  in  the  hip-  and  knee-joints ;  pressure  over  the 
trochanter  ehcits  pain ;  and  the  nerve  is  not  tender  to  the 
touch. 

Prognosis. — Recovery  follows  in  the  majority  of  cases 
when  treatment  is  instituted  early  and  is  persistently  carried 
out.  In  some  cases  relapses  occur  frequently,  and  finally 
the  pain  bt^comes  more  or  less  continuous. 

Treatment. — The  first  indication  is  to  remove  the  cause. 
In  acute  cases  rest  in  bed  is  essential.  In  severe  cases  the 
limb  should  be  immobilized  by  means  of  salt  bags  or  a  long 
straight  splint.  Free  evacuation  of  the  bowels  should  be 
secured  in  ortlcr  to  deplete  the  pelvic  veins.  When  there  is 
a  history  of  rheumatism  or  the  attack  has  been  induced  by 
cold,  salicylates  should  be  given  in  full  doses.  When  there 
is  reason  to  suspect  syphilis,  iodids  should  be  given  a  fair 
trial.  Irrespective  of  the  cause,  phenacetin  or  antipyrin  may 
be  useful  in  relieving  pain.  Counterirritation  often  affords 
much  relief  When  the  pain  is  very  severe,  this  is  best 
accomplished  by  means  of  small  blisters  or  light  touches  of 
the  actual  cautery  applied  over  the  points  of  greatest  ten- 
derness. In  some  cases  acupuncture  acts  very  satisfactorily. 
In  milder  cases  the  Scottish  douche — in  which  a  stream  of 
warm  water  of  gradually  increasing  temperature  is  directed 
on  the  course  of  the  nerve  until  the  pain  subsides,  when  itj 
is  suddenly  changed  for  a  cold  jet — is  an  efficient  remedy. 
Agonizing  pain  must  be  relieved  by  injections  of  cocain  (J 
grain),  chloroform  (5  to  10  minims),  guaiacol  (2  to  3  minims), 
or  morphin  {  ^  to  |  grain),  made  deeply  and  as  near  to  the 
nerve  as  possible.  Morphin  should  be  withheld  as  long  as 
possible.  In  some  cases  deep  injections  of  distilled  water 
act  remarkably  well.  Massage  is  indicated  only  when  the 
acute  symptoms  have  subsided,  and  should  theii  not  be  too 
energetic. 

FACIAL  PARALYSIS 

(Bell's   Palsy.) 

Etiology. — Paralysis  of  one  side  of  the  face  may  result: 
(1)  From  a  tumor,  clot,  or  abscess  involving  the  facial  center 
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on  the  cortex  of  the  brain  or  the  nucleus  of  the  facial  nerve; 
(2)  from  the  pressure  of  inflammatory  exudate  on  the  nerve- 
trunk  between  the  brain  and  the  skull;  (3)  from  paralysis 
of  the  nerve  within  the  |)t.-trous  portion  of  the  temporal 
bone,  excited  by  a  fracture  or  by  an  extension  of  inflamma- 
tion of  the  middle  ear;  (4)  from  inflammation  of  the  peripli- 
eral  filaments,  excited  by  exposure,  injury,  rheumatism,  or 
one  of  the  infectious  fevers. 

S3nnptoins. — The  side  aflfeclcd  is  expressionless ;  the 
natural  lines  are  obliterated;  the  angle  of  the  mouth  droops; 
the  eye  cannot  be  closed ;  tears  flow  over  the  cheek  ;  and 
speech  is  affected  from  an  inability  to  pronounce  the  labials. 
When  the  patient  attempts  to  laugh  or  whistle,  the  absence 
of  movement  on  the  affected  side  becomes  still  more  con- 
spicuous. In  peripheral  neuritis  the  reflexes  are  abolished; 
and  when  the  nen'e  is  involved  in  the  temporal  bone,  there 
may  be  a  loss  o(  taste  in  the  anterior  part  of  the  tongue. 

Diagnosis. — When  the  lesion  is  in  the  brain,  the  paral- 
ysis is  rarely  complete,  the  upper  part  of  the  face  usually 
escaping;  neighboring  cranial  nerves  are  frequently  affected ; 
and  other  evidences  of  organic  brain  disease  are  generally 
present. 

When  the  nerve  is  involved  within  the  Fallopian  canal, 
there  is  often  a  loss  of  taste  in  the  anterior  part  of  the  tongue 
and  some  disturbance  of  hearing^deafness  or  perhaps  hyper- 
sensitiveness  to  sound. 

In  peripheral  neuritis  the  history,  the  completeness  of 
the  paralysis,  the  absence  of  reflexes,  and  the  presence  of  the 
reactions  of  degeneration  will  assist  in  the  recognition  of 
the  Ifsion. 

Prognosis. — The  prognosis  will  vary  with  the  cause.  It 
should  be  guardedly  favorable  when  the  paralysis  is  due  to 
peripheral  neuritis. 

Treatment. — The  cause  should  be  ascertained,  and,  if 
possible,  removed.  In  paralysis  of  centric  origin  little  can 
be  done  except  in  syphilitic  cases.  In  middle-ear  disease 
remedies  should  be  directed  to  that  organ.  When  paralysis 
results  from  inflammation  of  the  peripheral  filaments  of  the 
facial  nerve,  blisters  should  be  applied  near  the  stylomastoid 
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foramen,  and  as  it  often  appears  to  be  an  expression  of  rheu- 
matism, salicylates  may  be  given  internally.  Later,  a  course 
of  iodic!  of  potassium  will  be  useful,  and  restoration  of  power 
may  be  materially  assisted  by  massage,  electricity,  and  local 
injections  of  strychnin. 
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HEADACHE. 


(Cephalaigia.) 

Headache  of  Organic  Brain  Disease. — Tin's  form  is  observed 
in  meninj^ilis,  ctrcbral  tumor,  abscess,  softening,  etc.,  and 
may  be  recognized  by  its  persistence  and  by  the  associated 
evidences  of  organic  cerebral  disease,  such  as  optic  neuritis, 
mental  aberration,  paralysis,  especially  of  the  facial  muscles, 
and  vomiting  arising  independently  of  other  gastric  symp- 
toms. 

Under  this  head  is  included  the  headache  of  syphilis, 
which  may  be  diagnosed  by  the  history  ;  b>'  the  other  evi- 
dences of  syphilis ;  by  its  frequent  association  with  som- 
nolence ;  and  b)'  the  effect  of  iodid  of  potassium. 

Headache  of  Cerebral  Hyperemia. — Active  ctrrbml  coftges- 
tion  usually  resulLs  from  prolonged  mental  work,  fever,  or 
exposure  to  the  sun.  Toxic  and  reflex  headaches  are  often 
directly  due  to  active  cerebral  congestion,  but  these  will  be 
discussed  later. 

Fassri'e  cerebral  congestion  may  result  from  obstruction  to 
the  return  of  blood  from  the  brain,  as  by  a  tumor  of  the 
neck  or  cardiac  disease.  It  is  also  common  in  elderly  people 
from  a  relaxed  condition  of  the  vessels. 

In  cerebral  congestion  the  headache  is  of  a  throbbing  or 
bursting  character;  the  head  is  hot;  the  face  flushed ;  the 
eye-ground  injected;  and  the  distress  is  increased  by  lower- 
ing the  head. 

The  exciting  cause  must  be  determined  by  the  history  and 
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by  a  careful  examination  of  the  various  organs,  especially 
the  heart 

Headache  of  Cerebral  Anemia. — This  is  frequently  dcpen- 
dent  upon  general  anemia.  It  is  also  common  in  neuras- 
thenia resulting  from  overwork,  prolonged  emotional  excite- 
ment, excesses,  etc.  More  rarely  it  is  dependent  upon  aortic 
stenosis. 

In  cerebral  anemia  the  pain  is  frequently  vertical ;  it  is  not 
throbbing,  but  it  is  described  as  a  sensation  of  weight  or 
gnawing;  the  extremities  are  cold;  the  face  and  eye-grounds 
are  pale;  the  mind  is  depressed;  fainting'  spells  are  often 
present ;  lowering  the  head  and  the  inhalation  of  nitrite  of 
amy!  relieve  the  pain. 

Reflex  Headache.  — Headache  is  often  due  to  tye-sirain  re- 
sulting from  refraction  errors,  and  in  obstinate  cases  a  careful 
examination  of  the  eyes  should  always  be  made.  Headache 
of  this  origin  is  frequently  a  browache,  and  may  be  asso- 
ciated with  restlessness,  vomiting,  and  insomnia.  It  is  in- 
duced or  aggravated  by  prolonged  use  of  the  eyes. 

Ovarian  or  uterine  distases  often  produce  a  reflex  head- 
ache It  is  usually  located  at  tlie  vertex,  and  is  relieved  by 
pressure  of  the  hand. 

Gastric  irritation  is  responsible  for  many  headaches ;  the 
latter  are  invariably  relieved  by  vomiting,  and  are  usually 
associated  with  other  evidences  of  stomachic  disorder. 

Nasal  catarrh  may  induce  persistent  headache,  which  is 
generally  confined  to  the  forehead,  temples,  or  vertex,  and 
is  aggra\'ated  by  exacerbations  of  the  catarrh.  The  pain  is 
often  as.sociated  with  tenderness  of  the  inner  wall  of  the 
orbit,  and  Is  increased  by  irritating  the  nasal  mucous  mem- 
brane with  a  probe. 

Toxemic  Headache. — A  persistent  headache  often  results 
from  Hright's  disease,  and  is  unmic  in  origin.  It  may  be 
recognized  by  the  high  arterial  tension  and  by  the  albumin 
and  casts  in  the  urine.  A  urinar)'  analysis  should  be  made 
in  all  cases  of  persistent  lieadache. 

Gout  produces  an  intractable  headache  that  is  associated 
with  vertigo,  great  irritability  of  temper,  and  a  *'  brick-dust" 
deposit  in  the  urine. 
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Chronic  malarial  f>oisomng  may  manifest  itself  in  a  head- 
ache which  is  usually  confined  to  the  supra-orbital  region. 
It  is  apt  to  recur  at  regular  intervals,  is  often  associated  with 
tenderness  over  the  supra-orbital  nerve,  and  is  relieved  only 
by  large  doses  of  quinin. 

A  headache  of  rheumatic  origin  sometimes  develops  in 
those  subject  to  rheumatism.  It  is  frequently  excited  by 
exposure  or  a  sudden  change  of  temperature.  It  usually 
afTects  the  aponeurosis  of  the  occipitofrontalis  and  temporal 
muscles,  is  increased  by  wrinkling  the  forehead  and  forcibly 
moving  the  jaws,  and  is  associated  with  tenderness  of  the 
scalp. 

Alcoholism  is  often  associated  with  headache.  In  acute 
alcohohsm  the  headache  probably  results  from  cerebral 
h)'peremia ;  in  chronic  alcoholism  it  is  often  due  to  a  low 
grade  of  meningitis. 

Among  other  headaches  of  toxic  origin  may  be  mentioned 
those  due  to  constipation,  lead-poisoning,  diabetes,  infectious 
fevers,  and  absorption  of  foul  gases. 

Hysteric  Headache. — In  hysteria  there  is  often  a  persistent 
headache,  which  grows  worse  at  the  menstrual  periods,  and 
which  improves  under  pleasurable  excitement.  It  may  be 
diffiise,  but  frequently  it  is  IfKalizcd,  and  is  described  as  re- 
sembling the  effect  that  would  be  produced  by  a  nail  being 
driven  into  the  head ;  hence  it  has  been  termed  clavus. 

Diagnosis. — Headache  must  be  distinguished  from  mi- 
graine. In  the  latter  the  attacks  are  usually  more  distinctly 
periodic  ;  the  pain  is  often  unilateral,  and  is  frequently  ac- 
companied by  vomiting,  vasomotor  disturbances,  and  sub- 
jective visual  phenomena. 

Headache  in  the  region  of  the  orbit  may  be  mistaken  for 
acute  glaucoma,  but  in  the  latter  condition  the  eye  is  in- 
flamed ;  the  cornea  is  hazy ;  the  pupil  is  sluggish  ;  vision  is 
impaired;  and  on  palpation  the  afYected  eyeball  is  found  to 
be  harder  than  its  fellow. 

Treatment. — In  the  interval  between  the  attacks  care- 
ful search  should  be  made  for  the  cause,  which,  if  possi- 
ble, mu^  be  removed.  In  the  reflex  headache  of  eye-strain 
the  adjustment  of  proper  glasses  is  often  all  that  is  required. 
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In  the  headache  of  gastric  origin  appropriate  remedies 
should  be  directed  to  the  stomach.  In  the  headache  of 
anemia  a  nutritious  diet,  with  iron,  arsenic,  and  other  tonics, 
will  be  required.  In  headaches  of  uremic  origin  a  milk  diet 
with  measures  calculated  to  increase  the  action  of  the  skin, 
bowels,  and  kidneys  will  often  aflTord  considerable  relief. 
In  malarial  headache  quinin  in  large  doses  with  arsenic  will 
effect  a  cure. 

The  Attack. — In  headache  dependent  upon  gastric  acidity, 
after  unloading  the  stomach  with  a  non-irritating  emetic, 
bromid  with  antacids  will  prove  useful,  thus  : 

R.     Sndii  bromtdi    .....  -^'1 


ad  fjiij.— M. 


Sndii  bromtdi    ..... 
Spiriius  ammoniic  aromAtici 

Aqiue    .    .        . q.  $ 

SiG. — A  tablespoonful  every  h<:mr  or  two. 

In  headache  of  acute  cerebral  congestion  the  feet  should 
be  soaked  for  ten  or  fifteen  minutes  in  very  hot  water;  an 
ice-bag  placed  on  the  head ;  and  some  sedative  like  the  fal- 
lowing administered  : 


B 


rhcnacetini 

Sodii  brotnidi 

Fiant  chartiilie  No.  xij. 

ii^jG. — One  powder  every  hour  or  two  until  relieved 


^— M. 


When  the  attack  is  very  severe,  aconite  (i  or  2  drops) 
may  be  given  every  hour  or  two. 

In  cerebral  anemia  relief  temporarily  follows  the  use 
of  antipyrin  or  phenacelin,  especially  in  combination  with 
caffein.  thus : 


B       Phenacclnii  .    .    . 

Caffein*  dtral*   . 

P'iant  chanulse  No.  xi). 

Sic— One  bs  required. 


V- 


.ttv, — M. 


In    rheumatic    headache   salicylic   compounds    are   very 
useful ;  they  may  be  combined  with  phenacetin  or  antipyrin : 

E-     Phenncetini 

Salophen *1  Jba.— M. 

Fiant  chartiilw  No,  »i]. 

SiG. — (Dne  every  two  or  three  horns. 

In  uremic  headache  the  diet  should  be  restricted  to  milk. 
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action  of  the  bowels  secured  by  a  saline  dnift,  and  diuresis 
encouraged  by  digitalis,  caffein,  or  the  vegetable  salts  of 
potassium : 

S.      rotJLssii  cUr:tli«  ^ij 

Snirila'*  junipcri fg^-j 

.•Ethcris  nilrosi igij 

Iiifu>i  scoparii 'a^j- — ^'* 

Sio. — A  wineglassfu!  thrice  Haily.  (Day.) 


VERTIGO. 

fDiz2ineB3;  Qiddiness;  Swimming  in  the  Head.) 
Definition. — A  sense  of  unstable  equilibriimi  in  which 
the  patient  himself  or  surrounding  objects  appear  to  be  in  a 
state  of  rapid  oscillation  or  rotation.     It  is  a  symptom  of 
many  conditions. 

Btiology. — Vertigo  may  result  from  : 

1.  Cerebral  anemiii  or  congestion.  The  dizziness  pre- 
ceding a  fainting  fit  is  an  illustration  of  the  former,  and  that 
following  exposure  to  the  rays  of  the  sun  is  an  illustration 
of  the  latter.  Vertigo  is  often  a  pronounced  symptom  of 
chronic  cerebral  congestion  and  anemia.  The  vertigo  of 
chronic  heart  disease  and  of  neurasthenia  is  included  under 
this  head. 

2.  Reflex  irritation.  The  most  common  example  of  this 
form  is  the  vertigo  dependent  upon  gastric  disturbances. 
It  is  also  noted  in  cye^slrain,  uterine  disease,  constipation, 
and  disease  of  the  internal  car.  The  last  is  termed  iaby- 
rinthinc  vertigo  or  Ahtiifn's  iHsensc  (see  p.  432). 

3.  Organic  disease  of  the  brain  and  cord.  Cerebral  tumor, 
meningitis,  and  softening  are  frequently  associated  with  ver- 
tigo. It  is  often  quite  marked  in  cerebellar  disease.  It  may 
be  a  pronounced  symptom  in  disseminated  sclerosis  and 
locomotor  ataxia. 

4.  Toxic  substances  in  the  blood.  The  vertigo  observed 
in  gout,  uremia,  and  diabetes  is  included  under  this  head. 
When  taken  in  large  doses,  certain  drugs,  us  alcohol,  bella- 
donna, cannabis  indica,  lobelia,  and  conium.  may  produce 
the  symptom.  It  is  often  a  marked  symptom  of  chronic 
lead-poisoning. 
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5.  Epilepsy.     Vertigo  may  precede,  follow,  or  take  the 
place  of  an  epileptic  seizure. 

6.  Hysteria.     Occasionally    marked    vertiginous    attack^; 
are  conticcted  with  Iiysteria. 

7.  Unknown  causes.     The  term  essential  vertigo  has  been 
iipplicd  to  those  cases  in  which,  after  the  most  exhaustive 
study,  no   adequate  cause   can    be   ascertained.     There 
sometimes  a  hcrcditar\'  tendency  to  this  furm  of  vertigo. 

Diagnosis. — Vertigo  must  be  distinguished  from  petit 
mal,  or  minor  epilepsy.  The  history,  the  presence  of  a  dcfi 
nite  cause,  and  the  absence  of  unconsciousness  and  of  con 
vulsive  movements  will  sen'e  to  separate  vertigo  fro 
qjilepsy. 

The  determination  of  the  cause  of  the  vertigo  must 
based  upon  the  history,  the  age  at  which  it  develops,  and 
critical  examination  of  the  various  organs. 

Prog^nosis. — This   will   depend   entirely   ox\   the   cause. 
when  the  latter  can  be  removed,  the  prognosis  is  favorable. 

Treatment. — This  must  be  directed  to  the  causal  con 
dition. 

MENIERE'S   DISEASE. 
(Labyrinthine  Vertigo;  Anral  Vertigo.) 

Definition. — Paroxysmal  vertigo,   probably   dependinj 
upon  disease  of  the  internal  ear. 

Etiology  and  Pathology, —*  The  exact  cause  ol 
Meniere's  disease  is  still  undetermined.  In  some  cases,  how'^ 
ever,  inflammatory  changes  have  been  observed  in  the  semi- 
circular canals.  Very  severe  acute  attacks  are  sometimes 
observed  in  patients  previously  healthy.  In  these  the  lesions 
are  probably  an  active  h>'peremia  of,  or  a  hemorrhage  intt 
the  labyrinth.  It  is  probable  that  mild  forms  of  the  diseasi 
can  be  indirectly  induced  by  lesions  of  the  middle  ear. 

S3anptonis. — Frequently  prodromes  precede  the  attack, 
such  as  deafness  or  earache.     These,  however,  may  be  ab- 
sent, and  the  attacks  ushered  in  with  extreme  vertigo  an( 
tinnitus  aurium.     The  latter  is  often  compared  to  the  csca; 
of  steam,  the  buzz  of  an  insect,  or  the  discharj^e  of  a  cannon^ 
The  patient  feels  as  if  he  or  surrounding  objects  were 
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whirled  violently  around,  and  in  severe  cases  die  face  is 
I>ale  and  anxious;  the  surface  is  clammy;  there  arc  nausea 
and  voniilinj^';  and  the  patient  falls  unconscious. 

As  a  rule,  there  is  deafness  in  one  ear  at  least,  but  excqv 
tionally  hearing  may  be  quite  normal.  At  first  the  parox- 
ysms may  occur  at  long  intervals,  but  as  the  disease  ad- 
vances they  become  more  frequent  and  the  tinnitus  and 
deafness  become  more  marked. 

Diag'nosis. — The  paroxysmal  vertigo,  deafness,  and  tin- 
nitus auriuni  arc  the  diagnostic  features. 

Prognosis. — The  prognosis  should  always  be  guarded. 
Some  cases  recover  entirely,  but  in  the  majority  the  vertigi- 
nous attacks  continue  until  the  deafness  in  the  affected  ear 
becomes  complete. 

Treatment. — The  middle  c*ir  should  be  carefully  ex- 
amined, and  any  existing  di>casc  treated.  Severe  counter- 
irritation  by  blisters  or  the  actual  cautery  applied  behind  the 
ear  may  he  of  some  ser\'ice.  Bromid  of  potassium,  hydro- 
bromic  acid,  cimicifuga,  or  gclsemium  in  full  doses  some- 
times afford  temporary  relief  Daily  injections  of  pilocarpin 
(i  grain),  as  originally  recommended  by  Politaer,  are  occa- 
sionally of  service. 


EPILEPSY. 
(Idiopathic  Epilepsy;  Falling  Sickness.) 

Definition. — A  chronic  disease  of  the  nervous  system, 
characterized  by  periodic  attacks  of  sudden  unconscious- 
ness, which  may  or  may  not  be  associated  with  convulsive 
seizures 

Etiology. — Heredity  predisposes,  and  the  ancestral  dis- 
ease may  not  have  been  epilepsy,  but  insanity,  hysteria, 
or  another  neurosis.  It  generally  begins  before  puberty, 
ami  very  rarely  after  the  lwent>'-fifth  year.  All  causes  that 
impair  the  health  and  exhaust  the  ner\'ous  system  exeit  a 
predisposing  influence.  The  reflex  convulsions  of  children 
resulting  from  gastric  irritation,  worms,  etc.,  if  long  contin- 
ued, m.ty  induce  chronic  epilepsy.  In  these  cases,  although 
the  exciting  cause  has  been  removed,  the  habit  of  sponta- 
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neous  motor  discharge,  through  constant  repetition,  is  estab- 
lished, and  may  continue  through  life.  In  those  subject  to 
convulsions,  overwork,  gastric  irritation,  or  excitenjent  may 
precipitate  an  attack. 

Pathology. — No  demonstrable  causal  lesions  are  de- 
tected. The  disease  apparently  depends  upon  an  instability 
of  the  motor  centers,  so  that  from  trivial  exciting  causes 
violent  discliargcs  occur  from  lime  to  time. 

Symptoms.^f'/'rrt;///  MaL — The  seizure  is  often  preceded 
by  a  pccuhar  sensation  termed  an  aura,  beginning  in  a  finger 
or  toe,  and  rising  until  it  involves  the  head,  when  the 
patient  gives  a  shrill  scream  and  falls  to  the  floor  uncon- 
scious. At  first  the  face  is  pale,  the  pupils  contracted,  and 
the  body  thrown  into  a  tonic  spasm  in  which  the  head  is 
retracted  and  rotated,  the  limbs  forcibly  extended,  and  the 
thumbs  turned  into  the  palms  and  firmly  clenched  by  the 
flexed  fingers.  In  a  few  seconds  the  tonic  spasm  relaxes, 
the  movements  become  clonic  or  intermittent,  the  pupils 
dilated,  and  the  face  cyanosed.  From  the  violent  conlrac- 
tinn  of  the  m.isseters  frothy  saliva,  often  blood-streaked, 
pours  from  the  mouth.  The  clonic  sjjasms  continue  for  a 
minute  or  two.  and  are  generally  followed  by  a  period  of 
coma  lasting  from  a  few  minutes  to  several  hours.  Some- 
times the  patient  returns  at  once  to  consciousness,  and 
complains  simply  of  weakness,  muscular  soreness,  and  men- 
tal confusion.  More  rarely  the  convulsion  is  followed  by 
an  outbreak  of  mania  or  of  rpUcf'tic  automatism,  a  condition 
in  which  the  patient  unconsciously  performs  simple  or  com- 
plicated acts. 

Petit  MaL — In  this  type  the  seizure  consists  of  momentary 
unconsciousness,  with  pallor,  and  rarely  twitching  of  the 
muscles.  The  patient  suddenly  stops  in  the  midst  of  his 
work  or  conversation,  remains  quiet  for  a  few  seconds,  and 
then  continues  where  he  left  oflT,  perhaps  unconscious  of 
the  interruption.  Petit  mal  may  be  a  foreruimer  of  grand 
mai  or  may  alternate  with  it. 

Between  these  two  extremes  the  seizures  manifest  all 
grades  of  severity.  The  frequency  of  the  paroxysms  varies 
considerably :  they  may  occur  as  seldom  as  once  a  year  or 
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as  often  «is  ten  or  twelve  limes  a  day.  A  marked  periodicity 
in  their  recurrence  is  often  observed. 

The  term  "  status  cpiiepticus  "  is  applied  to  a  condition  in 
which  the  convulsions  follow  each  other  in  rapid  succession 
without  a  return  of  consciousness. 

The  epileptic  may  manifest  no  other  symptoms  beyond 
the  convulsions,  but  vvlien  the  latter  are  very  frequent,  the 
health  fails  and  the  mental  power  deteriorates. 

Diagnosis. — The  convulsions  of  chronic  organic  dlBease 
of  the  brain  may  be  mistaken  for  those  of  idiopathic  epilepsy, 
but  llic  former  do  not  often  develop  before  the  age  of  twenty- 
five  ;  they  are  frequently  confined  to  one  member  or  begin 
in  one  member  and  then  become  general  (Jacksonian  epi- 
lepsy); and  they  may  be  associated  with  a  history  or  the 
ccmcomitant  symptoms  of  .syphilis,  or  with  evidences  of 
local  injuiy. 

Uremia. — Uremic  convulsions  may  be  recognized  by  the 
histors'  and  the  resuJLs  of  the  urinary  analysis. 

Prognosis. —  Generally  unfavorable.  Arrest  of  the 
disease  is  rare,  but  amelioration  is  often  secured  by  treat- 
ment. 

Treatment. — Hygienic  treatment  is  of  the  utmost  im- 
portance. Motlcrate  exercise,  both  mental  and  physical,  is 
beneficial.  Idleness  and  seclusion  have  a  baneful  effect 
Hotne  training  must  be  carried  on  with  the  greatest  cs 
much  tact  and  firmness  being  required  to  prevent  loss 
.self-control.  Children  who  are  particularly  irascible  arc 
often  much  better  trained  in  a  special  institution.  As  a  rule, 
a  diet  that  is  for  the  most  part  vegetable  will  be  found  to 
be  best  adapted  to  the  patient's  condition,  but  when  the 
disease  is  associated  with  lowered  vitality,  a  fair  amount  of 
animal  food  should  be  permitted.  Overloading  the  stomach 
is  a  potent  factor  in  precipitating  attacks.  The  bowels  must 
be  regulated  by  diet,  and,  if  necessary,  by  mild  aperients. 
Liberal  water-dnnking,  frequent  bathing,  followed  by  fric- 
tion nf  the  skin.  light  exercise  in  the  open  air,  and  other 
measures  that  favor  elimination  are  tfi  be  recommended. 
General  tonics,  like  iron,  arsenic,  and  cod-ltver  oil,  are  some- 
times required  to  combat  anemia  and  malnutrition. 
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nitrite,  hypodermic  injections  of  hyoscin  (jjg  grain)  or  of 
morphin  (\  grain),  enemas  uf  chloral  (20  to  30  grains),  and 
the  hot  bath. 

HYSTE3UA. 

Definition. — A  psychoncurosis  characterized  by  in- 
creased impressionability  and  a  lack  of  self-control,  and 
manifested  by  a  train  of  symptoms  of  the  most  varied  char- 
acter. 

Etiologfy. — Females  are  esj>ecially  predisposed,  although 
it  occasionally  develops  in  males.  It  is  most  common  in 
early  adult  life.  Heredity  is  an  important  etiologic  factor, 
the  disease  frequently  being  transmitted  through  hysteric, 
epileptic,  degenerate,  or  insane  parentage.  Faulty  home- 
training  and  education  also  do  much  to  foster  ita  develop- 
ment. 

Traumatism,  prolonged  emotional  excitement,  such  as  wor- 
riment,  an.xiety,  disappointment,  grief,  and  all  causes  that 
lower  the  vitality  serve  to  excite  it  in  susceptible  individuals. 

Pathology. — No  causal  lesions  can  be  detected  after 
death. 

Symptoms.  — The  various  manifestations  may  be  described 
under  three  heads  :  (i)  Motor,  (2)  sensory,  and  (3)  psychic. 

Motor  Phenomena. — Paralysis  not  infrequently  results  from 
hysteria ;  it  may  take  the  form  of  a  hemiplegia,  paraplegia, 
or  monoplegia,  although  the  first  is  by  far  the  most  common. 
The  paralysis  is  generally  paroxysmal,  and  is  frequently 
associated  with  contractures  and  anesthesia.  The  affected 
muscles  do  not  waste. 

Local  paralysis  is  also  common  ;  thus  there  may  be  aphonia 
from  paralysis  of  the  vocal  cords;  dysphagia. from  paralysis 
of  the  esophagus  ;  and  incontinence  of  urine,  from  paralysis 
of  the  bladder. 

Convulsive  seizures  are  common  manifestations  of  hysteria, 
and  may  closely  simulate  the  paroxysms  of  true  epilepsy, 
but  there  is  no  aura  ;  the  patient  usually  falls  in  a  comfort- 
able place;  consciousness  is  only  apparently  lost;  the  tongue 
IS  rarely  bitten  ;  the  eyes  are  partially  closed  ;  the  face  is  ex- 
pressive of  some  emotion ;  screaming  or  sobbing  is  of  frc- 


rfrnchi ;  hiccup,  from  spasm  of' 
voiniliii^.    from    spii.sin    of  tlic    st«1 
spasm  uf  ihc  csuphaj^us  ;  ami  a 
spasm  of  the  abdomindt  muscles. 

Among  other  motor  phenomena 
natc  tremors,  choreiform  n»ovemenl: 

Si'fisory  Phenomena. — There  may 
sensation  in  certain  parts,  as  of  one  s| 
thesia  without  other  nervous  phenom 
In  some  cases  tactile  sensation  is  p 
loss  only  of  thermic  or  painful  sens; 
part  is  often  unusually  pale,  and  when 
may  fait  to  bleed  (ischemia). 

The  special  "tenses  may  be  involve 
contraction  of  the  field  of  vision,  cot 
of  smell,  loss  of  taste,  or  loss  of  hcarir 
usually  transient,  and  often  alterate  wi 

Instead  of  anesthesia, there  maybe 
Severe  pain  in  the  stomach  may  sine 
exquisitely  painful  and  tender  conditioi 
be  mistaken  for  peritoiu'tis.  A  locali 
described  as  rescmblini^  the  effect  of  a 
it,  is  termed  hysteric  clttvns.  The  joint 
swollen  and  tender,  resembling  arthrit 

Psyelucal  Phenomeua. — I**requently 
mental   phenomenon  is   the  great   la< 
generally  the    patients. 
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Treatment. — This  must  be  directed  both  to  the  mind 
and  the  body,  especially  to  the  former.  To  be  successful. 
the  physician  must  be  able  to  inspire  absolute  confidence 
and  faith  in  the  mind  of  the  patient.  She  must  be  impressed 
repeatedly  with  the  fact  that  her  condition  is  a  curable  one, 
and  that  with  her  thorough  cooperation  restoration  to  health 
will  certainly  follow.  To  intimate  th.fct  her  symptoms  are 
feigned  or  are  wholly  within  her  control  is  a  grave  error.  In 
many  cases  no  method  of  treatment  proves  successful  until 
the  patient  has  been  removed  from  her  customary  surround- 
ings and  separated  from  her  sympathetic  relatives  and  friends. 

Suggestion  is  employed  consciously  or  unconsciously  in 
the  treatment  of  hysteria  by  every  successful  physician. 
Without  it  many  of  the  remedies  recognized  as  efficacious 
become  wholly  impotent.  Complete  hypnotism,  however, 
is  by  no  means  so  generally  useful  as  continuous  suggestion, 
and,  moreover,  in  the  event  of  failure,  seems  capable  of  still 
further  lowering  the  will-power  and  of  increasing  the  emo- 
tional excitability. 

The  physical  condition  of  the  patient  must  not  be  neg- 
lected. General  measures,  such  as  hydrotherapy,  system- 
atic exercise  in  the  open  air.  massage,  and  electricity,  are 
valuable  aids  to  recovery.  In  grave  cases  the  treatment 
associated  with  the  name  of  S.  Weir  Mitchell  often  yields 
admirable  results.  It  consists  in  isolation  from  sympathizing 
friends  and  relatives;  abundant  feeding,  especially  with  milk; 
and  complete  rest  of  body  and  mind,  with  passive  exercise 
obtained  by  massage  and  electricity. 

Hxcept  to  meet  underlying  conditions  and  to  combat 
special  symptoms,  drugs  are  of  little  value.  Iron  and  arsenic 
are  useful  when  there  is  anemia.  Antispasmodics,  like 
valerian,  sumbul.  asafetida.  and  camphor,  are  serviceable  in 
allaying  abnormal  nervous  irritability. 

Such  combinations  as  the  following  may  prove  useful ; 

R.    Acidi  anrt'Mo'ii ,    .  gr.  *§ 

Fern  sulphali-^  exsicc-ili 

Exiracli  iuml<ul  aa  gr.  xs 

Asafoflidie  gr.  xl. — M. 

FmnI  pilular  No.  x\. 

SlG. — One  lhre«  or  four  timee  a  day. 


uiiiinuuus  use  of  such  remedies  is  all 
Such  drugs  as  morphin,  alcohol,  an< 
dangerous. 

When   hysteria  is  complicated  byl 
treatment  will  be  required,  but  no  o] 
jjerformed  for  the  relief  of  nervous  s] 
exists  an  actual  organic  lesion. 

Convulsions. — Isolation  of  the  patieni 
pressure  over  the  ovarian  region  is  ol 
affusion  of  cold  water  over  the  face  is 
of  amyl  nitrite,  or  even  of  chloroform, 
necessary.  Strong  faradic  currents  aj 
occasionally  efficacious. 

Anesthisia  is  best  treated  by  electr 
the  faradic  brush.  Static  electricity,  < 
found  mental  impression  which  it  prod 
Ilypcresthi'sia  and  pain  often  yield  to 
hitcrrupted  galvanic  current.  In  paralysi 
be  instructed  how  to  regain,  by  long-con 
W9xt  of  the  aflRjctcd  part  Swedish  movec 
faradization  are  useful  adjuvants.  In  i 
current,  applied  by  means  of  special  cle 
reliable  remedy.  In  conlractuns  the  ra 
are  massage,  passive  movements,  and  far 
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Etiology. — The  causes  arc  much  the  same  as  those  that 
^ve  rise  to  hysteria.  Men  are  often  afifecteti.  Overwork, 
proIonjTcd  mental  strain,  and  depressing  emotions  are  com- 
mon excitinjj  causes. 

S3rnipti>ms. — Ccribral  Symptoms. — These  include  de- 
pression of  spirits,  indisposition,  inability  to  concentrate  the 
mind  on  one  subject  for  any  lenj^th  of  time,  insomnia,  ver- 
tigo, lieadache,  irritiibihty  of  temper,  introspection,  and  mor- 
bid fears. 

Spinal  Symptoms. — Sometimes  these  predominate,  when 
the  condition  is  termed  spinal  irritation.  The  chief  mani- 
festations are :  Pain  in  the  back,  spots  of  tenderness  along 
the  spine,  weakness  of  the  extremities,  great  prostration  after 
moderate  exertion,  and  various  subjective  phenomena,  such 
as  numbness,  tingling,  formication,  and  neuralgic  pains. 

Gastro-intisttnal  Symptoms. — These  consist  of  anorexia, 
coated  tongue,  indigestion,  and  constipation. 

Circulatory  Symptoms. —  Tiiesc  inchide  palpitation,  tachy- 
cardia, pseudoangina.  cold  extremities,  and  sometimes  violent 
pulsation  of  the  abdominal  aorta. 

Sixnai  Symptoms. — In  females  there  is  often  amenorrhea 
or  d)'smenorrhea.  and  in  males  impotence  or  spermatorrhea. 

Diagnosis. — The  diagnosis  is  rarely  difficult.  Before 
relegating  a  case  to  this  class,  care  must  be  taken  to  exclude 
organic  disease  and  such  general  disorders  as  gout,  diabetes, 
and  anemia. 

Hysteria. — This  aftection  may  be  distinguished  by  the 
abrupt  onset,  the  intermittent  character  of  the  symptoms, 
and  such  stigmata  as  paralysis,  anesthesia,  contractures, 
cmotitjnal  outbreaks,  convulsions,  and  the  globus  hystericus. 

Prognosis. — When  the  cause  can  be  removed  and  the 
patient  contnilled,  the  prognosis  is  favorable. 

Treatment. — The  treatment  is  largely  hygienic  and 
dietetic,  and  mustvary  considerably  in  different  cases.  When 
there  has  been  inactivity',  regulated  physical  exercise  will  be 
of  great  value;  on  the  other  hand,  the  weak  and  anemic  will 
require  rest.  In  the  latter  case  the  plan  of  treatment  intro- 
duced by  S.  Weir  Mitchell,  and  known  as  the  "  rest-cure." 
often  gives  brilliant  results.     In  all  cases  careful  attention 
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(Sydenham's  Ohorea ;  Chorea  Mi 

Definition. — A  nervous  affcctit 
children,  and  characterized  by  irrel 
crease  under  excitement  and  cease 

Etiology.— Childhood  (betweei 
(spring),  nervous  temperament,  an< 
are  general  predisposing  factors, 
quent  in  girls  than  in  boys.  It  somj 
after  mental  or  emotional  cxcitemi 
or  grief  It  may  be  excited  by  r< 
herent  prepuce,  intestinal  parasites, 
develops  in  the  course  of  pregnane) 

Patiiology. — It  is  customary  t< 
neurosis,  since  no  constant  lesions 
account  for  its  clinical  manifestation 
carditis  and  emboli  in  the  minute  ce 
discovered,  but  their  relation  to  cha 
temiined.     A  microbic  origin  has  hi 

Symptoms. — The  first  manifcsl 
lessncss  and  awkwardness  in  moven 
remain  still,  but  is  constantly  raisi| 
its  head,  twisting  its  fingers,  or  shufH 
these  symptoms  develop  so  insidiom 
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and  dressing;  when  the  legs  suffer,  the  gait  becomes  jerking 
and  stumbling  ;  involvement  of  the  lannx  causes  stammer- 
ing, and  spasm  of  the  muscles  of  deglutition  induces  dif- 
ficult swallowing  and  choking  spells.  When  tlie  attention  is 
directed  to  the  movements,  they  invariably  grow  worse,  but 
they  diminish  during  repose  and  cease  entirely  during  sleep. 
Sometimes,  in  addition  to  the  involuntary  movements,  there 
is  a  distinct  loss  of  power  in  the  affected  members.  The 
general  health  is  usually  more  or  less  impaired.  The  child 
IS  anemic  ;  the  temper  is  irritable  ;  and  the  mental  power 
deficient.  Auscultation  of  the  heart  often  detects  a  murmur 
that  may  be  an  expression  cither  of  anemia  or  of  compli- 
cating endocarditis. 

Chorea  lnittniiMS. — In  this  form  the  movements  are  so 
vi(jlent  that  the  patient  is  unable  to  walk,  eat,  or  even  to  lie 
in  bed.  Fever  develops,  and  ultimately  the  mind  becomes 
delirious.  Death  frequently  results  from  exhaustion.  This 
form  is  usually  observed  in  adults,  and  especially  in  primi- 
para*. 

Diagnosis. — The  recognition  of  chorea  is  rarely  attended 
with  difficulty.  Disseminated  spinal  sclerosis  may  be  distin- 
guished by  the  presence  uf  nystagmus,  a  scanning  speech, 
increased  refle.xes,  and  a  rhythmic  tremor  that  is  excited 
only  by  movement. 

Huntingdon's  Chorea. — This  disease  is  usually  hereditary ; 
it  rarely  develops  before  the  age  c»f  thirty;  it  runs  a  chronic 
course  ;  and  it  is  characterized  by  slower  and  more  inco- 
ordinate movements  than  occur  in  acute  chorea,  by  progres- 
sive mental  failure,  and  by  a  marked  suicidal  tendency. 

Complications. — Endocarditis  is  common.  Pericarditis, 
articular  rheumatism,  and  rheumatic  purpura  occur  less  fre- 
quently. 

Prognosis. — In  simple  chorea  recovery  usually  follows 
in  the  course  of  two  or  three  months.  Death  from  heart 
complications  is  a  rare  termination.  Relapses  are  not  infre- 
quent. 

Chorea  itisamens  frequently  terminates  fatally  through 
exhaustion. 

Treatment. — Rest  of  body  and  mind  is  an  essential  ele- 


oi  cases.     Among  the  special 
first  place.     Fowler's  solution  in; 
drops  thrice  dail}\  gradually  incrj 
thrice  daily.     VVhcit  arsenic  failsj 
A  dose  often  jiunims  of  the  fluid 
meals    and    j^adually    increased 
Wlien    the   njovenients  are  very 
sleep,  hyoscin   hypodcrniically,  in 
of  a  grain  twice  daily,  often  acts  li 
fails,  recourse  must  be  had  to  chh 
but  these  drugs  should  not  be  u! 
are  of  great  severity. 

Chottii  InsiinitHS. — Powerful 
chloral,  and  morphin  are  require* 
citability  and  jactitation.  Inhalat 
sometimes  useful.  Stimulants  are 
When  the  patient  is  unable  to  swi 
lost  in  resorting  to  forced  feeding. 
complicating  pregnancy  will  call  foi 
ture  labor.  ^ 

NEURALGl 

Definition. — A  functional  dise^ 
chioacterizcd  by  paroxysms  of  int* 

Btiology. — It  is  a  disease  of  adj 
more  frequently  nfifected  than  men 
tant   ctiologic    factor.     \\_ 
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obstinate  tri^cial  neuralgia  may  be  dependent  upon  some 
dejjeneration  or  tumor  of  the  Gasserian  jjanjjlion. 

P^xposurc  to  cold  and  wet  frequently  acts  as  an  exciting 
cause  in  susceptible  people. 

Pathology* — The  patholo^Mc  condition  upon  which  neu- 
rali^ia  depends  is  unknown.  In  many  ca^cs,  no  doubt,  it  is 
a  manifestation  of  neuritis. 

Symptoms. — Certain  prodromes  frequently  give  warn- 
ing of  an  approaching  attack  ;  these  arc  chilliness,  depres- 
sion of  spirits,  and  j)erhaps  tingling  in  the  part  to  be 
affected.  The  chief  symptom  is  intense  pain,  which  is 
usually  of  a  sharp,  stabbing  character.  The  area  supplied 
by  the  affected  nerve  is  generally  hypcresthctic,  and  palpa- 
tion may  detect  spots  of  exquisite  tenderness  where  the 
nerve  makes  its  exit  through  a  bony  canal  or  fibrous  sheath 
— points  iioulmtratx  of  Vallcix.  In  some  cases  the  pain  is 
attended  with  tremors  or  s}xisms  of  the  muscles.  Inspec- 
tion of  the  p;irt  usually  reveals  nothing  abnormal,  but  occa- 
sionally distinct  swelling  is  observed. 

The  attack  lasts  from  a  few  minutes  to  many  hours,  and 
its  subsidence  may  be  marked  by  the  passage  of  a  large 
amount  of  pale  urine.  The  interval  between  the  paroxysms 
varies  in  different  cases ;  it  is  frequently  several  weeks  or 
months.  It  is  noteworthy  that  the  attacks  often  recur  at 
regular  intervals. 

Trifacial  Neuralgia  {Tic  Douloureux ;  Prosopalgia). — In 
this  variety  the  pain  involves  one  or  more  branches  of  the 
trifacial  nerve.  The  tender  points  correspond  to  the  supra- 
orbital, infra-orbital,  and  mental  foramina.  Violent  spasms  of 
the  muscles  are  frequently  observed.  In  long-standing  cases 
the  hair  on  the  affected  side  may  become  coarse  and  bleached. 

Intercostal  Nettralfiia. — In  this  variety  the  pain  follows 
the  course  of  the  intercostal  nerves.  It  is  frequently  asso- 
ciated with  an  eruption  o^  herpes  /.oster.  Sp<.»ts  of  tender- 
ness may  be  delected  near  the  vertebral  columns,  in  the 
middle  of  the  nerve,  and  near  the  sternum.  The  possible 
dependence  of  intercostal  neuralgia  upon  spina!  caries  or 
thoracic  aneurysm  must  not  be  forgotten. 

Occtpital  neuralgia  involves  the  upper  cervical  nerves.  A 
spot  of  tendeniess  may  be  discovered  midway  between  the 


he  lightning-pains   of  locomotor 
taken  for  neuralgia.     The  abolishca 
of  coordination,  and   the   Argj'll- 
former  will  indicate  the  diagnosis. 

Prognosis. — For  the  attack  lh< 
permanent  cure,  it  must  be  guarded] 
be  removed,  the  prognosis  is  favorabj 

Treatment. — 7/i^  InUn^ai. — Cai 
made  for  an  exciting   cause,  which, 
moved.     The  teeth,  eyes,  nose,  gastn 
and  blood  should  be  carefully  examinj 

When  the  disease  is  associated 
arsenic  will  be  indicated.  If  there 
syphilis,  mercury  and  iodids  shnul 
malarial  clement  is  present,  quinin  ma] 
rheumatism  is  an  etiologic  factor,  salicji 
prove  beneficial.  In  gouty  subjects  m 
from  regulation  of  diet,  systematic  cx< 
istration  of  alkalis.  In  chronic  Icad- 
indispensable. 

All  influences  that  tend  to  inducej 
of  the  nerves  or  of  their  centerji — menC 
emotional  excitement,  sexual  excess 
tobacco,  tea,  coffee,  or  alcohol — shoul 
as  possible.  I 

In  every  case  we  must  endeavor  to- 
nutrition,  which  is  almostalj 
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The  following  pill  is  often  useful 


B 


Acid)  anenosi  .    ,    . 

EKtracti  aconiti      .    . 

Kxiracii  nucis  vomicae 
Fiant  pilulte  No.  xxiv. 
Si<;. — t  )nc  ptU  Ihrice  daily. 


gr.  XXIV 
^,  «s 
ijr.  iv 
gr.  Tj.— M. 


Finally,  when  all  other  measures  fail,  recourse  may  be  had 
to  surgical  interference.  Nerve-stretching  and  nervc-scclinn 
are  the  operations  usually  performed.  Lasting  benefit, 
however,  is  rarely  obtained  from  either  operation.  In  obsti- 
nate trifacial  neuralgia  removal  of  the  Gasserian  ganglion 
usually  affords  permanent  relief,  but  the  mortality  of  this 
procedure  is  high. 

The  Attack. — Heat,  dry  or  moist,  may  be  applied  for  its 
soothing  effect.  A  liniment  of  aconite  or  of  chloroform  is 
sometimes  efficacious.  Menthol  and  chloral  camphor  arc  use- 
ful in  neuralgia  of  superficial  nerves  when  the  pain  is  slight. 
Acujjuncture  and  aquapuiicture  are  effective,  but  are  not 
suitable  for  use  about  the  face.  In  obstinate  cases  active 
counterirritation  by  means  of  blisters  or  the  thermocautery 
will  be  found  a  potent  remedy.  In  trifacial  neuralgia  the 
blisters  may  be  applied  behind  the  ear. 

Among  the  internal  remedies  most  worthy  of  confidence 
maybe  mentioned  phcnacetin.  antipyrin,  acetanilid  (s  to 
lO  grains),  bromids,  cannabis  indica,  croton  chloral,  ciffein, 
gelsemium,  and  salicylic  compounds.  Morphin  is  undoubt- 
edly the  most  certain  means  we  possess  of  affording  tem- 
porary relief,  but  on  account  of  the  danger  of  inducing  the 
opium  habit  it  should  be  employed  only  as  a  last  resort. 
Combinations  of  a  bromid  with  phenacctin  may  often  be 
prescril>ed  advantageously.  Croton  chloral,  in  doses  of 
from  5  to  lo  grains,  and  tincture  of  gelsemium.  in  doses  of  lo 
minims  or  more,  are  occasionally  ser\'iceable  in  trifacial  neu- 
ralgia. Caffein  (3  to  5  grains)  is  often  efficacious.  Combina- 
tions of  caffein  with  phenacetin  or  with  bromids  in  many  cases 
do  more  good  than  single  drugs.  Neuralgia  brought  on  by 
exposure   to   cold  and  wet  is  favorably  influenced  by  the 
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In  such,  the  following  combination  will  be 
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salicylates, 
of  value; 

U.    Pbenacetini 

Salophcn    .... 

CodeiDA"  .... 
Kiatit  chartular  No.  xij. 
SiG. — One  powder  every  two  or  three  hntii^. 

MIGRAINE. 

(Hemicrama ;  Megrim;  Sick-headache.) 

Definition. — Paro.xysmal  circumscribed  headache 
ciated  with  visual,  vasomotor,  and  gastric  disturbances, 

Ktiology. — It  is  frequently  hereditary.  It  is  more  com- 
mon ni  mimen  than  in  men.  It  usually  develops  in  early 
life.  Anemia,  gastric  disturbances,  gout,  cyc-strain,  men- 
strual disorders,  overwork,  and  prolonged  excitement  pre^ 
dispose  to  it. 

Symptoms. — The  attack  is  often  preceded  by  malaisej 
restlessness,  and  perverted  vision.  The  pain  is  sharp  and 
stabbing,  and  frequently  limited  to  the  temporofrontal  re- 
gion of  one  side.  The  surface  is  extremely  hyperesthetic, 
but  the  tender  spots  noted  in  trifacial  neuralgia  arc  absent 
The  patient  is  very  sensitive  to  light  and  sound,  and  during 
the  attack  usually  confines  herself  to  a  darkened  room^ 
Nausea  and  vomiting  are  frequently  present.  In  some  cases 
the  temporal  arter>'  is  contracted,  the  face  is  pale,  and  the 
pupil  large;  in  others  the  artery  is  dilated,  the  face  xk 
hushed,  and  the  pupil  small.  The  duration  of  the  attack! 
varies  from  a  few  hours  to  several  days.  In  the  intervals, 
which  are  often  of  definite  duration,  the  patient  ma; 
quite  well 

Less  frequent  symptoms  are  vertigo,  hallucinations  ol 
sight,  cramps  of  the  facial  muscles,  tingling  or  numbness  i 
one  hand,  partial  aphasia,  and  paresis  o^  the  ocular  muscle 

Prognosis. — Perfect  cure   is  rare,  but  the   severity  an 
frequency  of  the  seizures  may  be  considerably  lessened  by 
treatment 

Treatment. — In  the  interval  the  treatment  is  that  of 
neuralgia.     Cannabis  indica  is  sometimes  of  value.     From  « 
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quarter  to  a  half  a  grain  of  the  extract  may  be  given  for 
several  weeks.     Little  recommends  ; 

R.    Sodii  ajscnatU gr.  jj 

EKlrarli  c&nnAbiA  indicae gr.  vj 

Extrecti  beUaUonna:    ...        .    .    .      tjr.  viij. — M. 

Flint  piluhc  No.  xxiv. 

SlG. — t  )nc  pill  twice  daily. 

The  Attack. — The  patient  should  be  kept  at  rest  in  a 
quiet,  darkened,  wcll-vcnlilated  room.  Anlipyrin,  phenac- 
etin.  cafTcin.  bromids,  and  salicylic  compounds  are  the 
most  useful  remedies.  They  may  often  be  combined  with 
advantage,  as  in  the  following  formulas; 

tt.     <  aiicitt.v  citralic         gf-  X'j 

PhciuKctiiii 3J 

Sodii  hn>midi 5'i- — ^* 

Fiuit  chariul.-c  No.  xij, 

Sio. — One  (xjwdcr  every  twij  Iioure, 

'r: 

H-    Silophen 5i»» 

Phrnacctini %} 

CafFeinac  citrnix gr.  xij. — M. 

Fiont  chnriulx  No.  xij. 

Sl«.  — One  every  two  hours. 


PARALYSIS  AGITANS. 

(Parkinson's  Disease ;  Shaking  Palsy.) 

Defitiition. — A  chronic  nervous  disease,  characterized 
by  a  fine,  slowly  spreading  tremor,  mu.scular  weakness  and 
rigidity,  and  a  peculiar  gait,  termed  festination. 

Btiologfy. — Advanced  life,  a  neuropathic  tendency,  mental 
strain,  heredity,  and  exposure  to  cold  and  wet  are  predisposing 
factors.  It  sometimes  develops  suddenly  after  inten.se  mental 
or  emotional  excitement. 

Pathology. — The  pathology  is  unknown.  The  lesions 
found — degeneration  of  arterioles,  perivascular  sclerosis,  pig- 
mentation of  ganglionic  cells — arc  similar  to  those  induced 
by  senility. 

Symptoms. — In  some  cases  the  onset  is  abrupt,  but 
more  commonly  the  disease  develops  insiditmsly  The  first 
symptom  i.s  usually  a  fine  tremor,  beginning  in  the  hand  or 


body  bent  forward,  the  amis 
into  the  palms  and  grasjx-d  by  tl 
sli^Mitly  bent.      At  this  time  tlic 
steps   grow  faster  and  fa^ster.  the 
more  forward'until  the   patient  fall> 
neighboring   object,   or  straightens 
cftbrt  of  the  will.     The  term  J'tstiu 
this  peculiar  gait.     Occasionally  a 
ward — rt'tropiiisioft — replaces  festina 
muscular  weakness    render  all    mo 
bored. 

Intelligence  is  usually  good,     Th 
there   are    various    manifestations    o 
numbness  and  tingling ;   a  sensation 
noted.     In  some  cases  free  perspiratio 

Diagnosis. — The  tremor,  rigidity 
the  body  and  members,  lack  of  facial  i 
tion  are  the  diagnostic  features.  In  Q 
is  absent.  Paralysis  agitans  must  I 
disseminated  sclerosis.  In  the  latter! 
frequently  absent  whien  the  patient  j 
worse  by  efforts  to  control  it ;  cerebj 
erally  present ;  nystagmus  is  often  r\\ 
and  gnit  are  entirely  different  from  thd 

Prognosis. — Recover)'  rarely,  ^ 
some  cases,  after  reaching  a  cert^ 
remains  stationary.     T 
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phosphorus.  The  rigidity  and  tremors  are  soniclitncs  im- 
proved by  massage  and  electricity.  Among  the  remedies 
recommended  for  the  tremors  are  bromid  of  potassium, 
hyoscyamin  (jjt^  grain),  hyoscin  (^-J-jj  grain),  and  duboisiii 
(li^ft  ^^  B^rt  U^*"")»  ^"^  ^^^  improvement  following  their  use 
is  only  slight  and  temporary. 

ARTISANS'  CRAMP. 

Definition. — A  spasmodic  affection  of  the  muscles  in- 
duced by  prolonged  work  requiring  delicate  coordination, 
and  occurring  only  in  the  i>crformance  of  that  particular 
work. 

Etiology. —  It  is  more  common  in  men  than  in  women, 
and  the  nervous  temperament  predisposes  to  its  develop- 
ment. The  t)ccupations  in  which  it  is  most  apt  to  occur  arc 
writing,  piano-playing,  sewing,  and  telegraphing. 

Pathology. — The  disease  is  eWdently  not  peripheral,  for. 
when  tlie  other  hand  is  substituted,  the  condition  soon  de- 
velops   in   that   member.      It  is   probably  dependent  upon 
unnatural  irritability  of  the  nerve-centers. 

WRITERS*  CRAMP. 
fOraphospasm ;   Scriveners'  Palsy.) 

Symptoms. — The  condition  usually  begins  vrith  a  sense 
of  fatigue,  weight,  or  actual  pain  in  the  aiTected  muscles. 
Soon  the  fingers  are  seized  witli  a  tonic  or  clonic  spasm 
whenever  the  pen  is  grasped  (spastic  form).  In  some  cases 
the  hand  when  put  into  use  becomes  the  seat  of  a  dedded 
tremor  (tremulous  form);  in  a  third  group  of  cases  the 
chief  phenomena  are  excessive  weakness  and  fatigue  which 
disappear  as  soon  as  the  pen  is  laid  aside  (paralytic  form). 

Prognosis. — Guardedly  favorable.  The  disease  is  obsti- 
nate, but  cure  generally  follows  protracted  rest. 

Treatmetlt, — Absolute  rest  is  the  essential  element  of 
treatment.  The  general  condition  should  be  improved  by 
iron,  arsenic,  str^'chnin.  and  cod-liver  oil.  Massage,  elec- 
tricity, and  passive  movements  give  good  results. 
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TETANY. 
(Tetanilla;  Intermittent  Tetanus.) 

Definition. — A  disease  characterized  by  continuous 
intermittent  tonic  spasms,  especially  of  the  extremities. 

Etiology. — It  is  most  frequently  seen  in  children  an* 
younj^  adults.  In  children  it  is  usually  associated  with 
rickets.  It  is  sometimes  excited  by  exixjsure,  emotional  eX'- 
citement,  or  one  of  tlic  infectious  fevers.  An  epidemic  foi 
has  been  described,  but  some  of  the  outbreaks  seem  to  hav< 
been  hysteric.  It  occasionally  develops  during  pregnant 
or  lactation.  A  very  grave  form  is  sometimes  induced  by 
thyroidectomy  nr  by  lavage  in  gastric  dilatation. 

Symptoms. — ^Thc  patient  is  seized  with  bilateral  tonic, 
spasms  in  the  arms  and  legs.    The  jaws  are  rarely  involvei 
The  contractions  are  usually  paroxysmal  and  are  attendee 
with  severe  pain.     As  was  p<.iinted  out  by  Trousseau,  they 
can  be  inthiccd  by  pressure  over  the  arteries   and  nerves  ofi 
the  affected  limb.     The  elcctrocontractih'ty  of  the  muscles 
greatly  exaggerated.     There  may  be  slight  fever  and  etiema. 

Diagnosis. — Hysteria  may  be  distinguished  from  tetany 
by  the  history,  the  unilateral  character  of  the  contractions^ 
and  the  absence  of  muscular  excitability  and  of  Trousseau's 
sign. 

TetanoB. — This  may  be  distinguished  from  tetany  by  the 
early  development  of  trismus  and  the  greater  intensity  of  the, 
symptoms. 

Prognosis.— Usually  favorable.     Attacks  following  thy- 
roidectom>'  and  lavage  sometimes  prove  fatal. 

Treatment.— The  cause  should  be  sought  for  and  re- 
moved. \{  possible.    Warm  baths  arc  useful.    Among  drugs,, 
the  bromids  arc  most  serviceable.    In  severe  cases  it  may  bcj 
necessary  to  use  hyoscin,  chloral,  or  morphin. 


THOMSEN'S  DISEASE. 

^Congenital  Myotonia.) 

Definition. — A  di*;casc  confined  to  certain  families,  and 

rharactcrizcd  by  tonic  spasms  of  the  muscles,  induced  by 

voluntary  movements. 


^AV^r^l/D'S  DISEASE. 
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^H         Etiology, — The  disease  is  usually  congenita.,  and  trans- 

I  mitted  from  one  generation  to  another.     Several  members 

i  of  the  same  family  are  commonly  affected. 

I  Pathology. — Unknown. 

r-  Sjrtnptoms. — Tiie  disease   appears  in  early  childhood, 

and  is  mauifcslcd  by  tonic  spasm  of  the  muscles  upon  every 
attempt  at  voluntary  motion.  This  is  especially  marked 
alter  periods  of  inactivity.  In  a  few  moments  the  rigidity 
wears  away  and  the  movements  become  free.  From  re- 
peated contractions  the  muscles  becume  firm  and  extremely 
well  developed.  Under  electric  stimulation  the  muscles 
contract  and  relax  slowly.  The  disease  is  incurable,  but 
shows  no  tendenc)'  to  prove  fatal. 


RAYNAUD'S  DISEASE. 
(Symmetric  Q&nKrene.) 

Definition. — A  vasomotor  neurosis  characterized  by 
local  anemia,  congestion,  and  gangrene. 

Htiology. — The  cause  is  unknown.  The  disease  is 
believed  to  be  dependent  upon  spasm  of  the  peripheral 
arterioles, 

S3anptom8. — In  the  first  stifle  the  affected  part  becomes 
extremely  pale,  cold,  and  anesthetic  {iacal  syncope).  After 
a  variable  time  the  part  becomes  purple,  livid,  and  intensely 
painful  (local  asphyxia).  Such  attacks  may  be  excited  by 
cold,  and  come  and  go  without  damaj^injT  the  part.  Oc- 
casionally the  disease  advances  to  the  third  staj^^e,  in  which 
congestion  gives  way  to  dry  gangrene  or  mummification. 
The  gangrenous  areas  are  often  symmetric,  involving  a 
finger  on  c?.ch  hand,  a  toe  on  each  foot,  or  both  cars. 
Hemoglobin  una  may  occur  in,  or  replace,  an  attack. 

Prognosis. — The  attacks  persi.st,  but  life  is  rarely  en- 
dant^ercci. 

Treatment. — Patients  liable  to  attacks  should  be  well 
protected  against  cold.  Tonics  are  often  indicated.  Fre- 
quent bathing  fnllowcti  by  friction  is  useful.  Raynaud 
advises  the  use  of  the  continuous  current — one  pole  over 
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the   spine   and   the   other   over  the  affected  area.     Niti 
glycerin  may  prove  useful. 

ACUTE  ANGIONEUROTIC  EDEMA. 

Definition. — A  neurosis  characterized  by  transient  cir- 
cumscribed edema  developing  without  obvious  cause. 

etiology. — Beyond  a  distinct  hereditary  tendency  noth- 
ing is  known  of  its  cause.  According  to  Quincke,  there  is 
a  temporary  vasomotor  dilatation  of  the  vessels,  followed  by 
the  transudation  of  scrum. 

Symptoms.— Kdeinatous  swelling  suddenly  appears  in 
some  part  of  the  bod)',  particularly  in  the  face  and  hands. 
Coincident  with  the  edema  there  may  be  marked  gastro- 
intestinal symptoms,  such  as  vomiting,  gastralgia,  and  coHc. 
The  disease  is  allied  to  urticaria  and  the  latter  may  precede 
the  outbreak. 

The  attacks  usually  occur  at  inten'als  of  a  few  weeks. 

Prognosis. — The  disease  generally  proves  very  obstinate, 
but  unless  it  involves  the  Iarynx»  it  does  not  endanger  life. 

Treatment. — General  tonics,  like  iron,  quinin,  and 
strychnin,  are  sometimes  useful. 


TROPHIC  DISORDERS,  SUNSTROKE,  AND 
INTOXICATIONS. 

IDIOPATHIC  MUSCULAR  ATROPHY. 
fHuscular  Djrstrophy  ;  Myopathic  Atrophy.) 

Definition. — An  atrophic  condition  of  the  muscles  de- 
veloping in  early  life  and  not  dependent  upon  any  lesion  in 
the  nervous  system. 

Etiolog:y. — The  disease  usually  manifests  itself  before 
puberty.  It  is  more  common  in  males  than  in  females.  It 
is  frequently  transmitted  from  generation  to  generation,  and 
several  members  of  the  same  family  may  be  similarly 
affected. 

Pathology. — No  lesion  in  the  cord  or  nerves  is  observed. 
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Gowcrs  regards  the  disease  as  of  developmental  origin. 
Microscopic  examination  of  the  muscles  reveals  atrophy  of 
their  fibers  and  an  unnatural  amount  of  fat  and  connective 
tissue.  When  the  latter  elements  are  considerably  increased, 
a  pscudolivpertrophy  results  (pseudomuscular  hypertrophyj. 

Symptoms. — The  muscles,  especially  those  of  the  face, 
shoulders,  thighs,  buttocks,  and  calves,  lose  power  and 
waste.  Fibrillary  twitchings  are  rarely  noted.  The  reac- 
tions of  degeneration  are  absent  In  Erb's  juvenile  type  the 
atrophy  begins  in  the  shoulder;  in  the  Laudouzy-Dejennc 
type,  in  the  face. 

Diagnosis. — Chrome  Poliomyelitis. — This  disease  de- 
velo|js  later  in  life  without  nurked  hereditary  tendency,  and 
nearly  always  begins  in  the  small  muscles  of  the  hands — 
parts  that  are  rarely  affected  in  idiopathic  atrophy. 

Multiple  Neuritis. — Pain,  anesthesia,  paresthesia,  the  his- 
tor)\  and  the  distribution  of  the  palsy  will  suggest  neuriiis. 

Prognosis. — Unfavorable.  The  disease  is  incurable,  but 
of  slow  progress. 


PSEUDOHYPERTROPHIC  PARALYSIS. 
(P8eudomuscula.r  Hypertrophy;  Lipomatous  Muscular  Atrophy.^ 

Definition. — A  disease  of  childhood,  characterized  by 
paralysis  dependmg  upon  degeneration  of  the  muscles, 
which,  however,  become  enlarged  from  a  deposition  of  fat 
and  connective  tissue. 

Etiology. — The  causes  are  obscure.  A  hereditary  ten- 
dency can  be  traced  in  about  one-half  of  the  cases.  Several 
members  of  one  family  are  often  affected.  The  disease  is 
much  more  common  in  boys  than  in  girls. 

Pathology. — The  disease  is  allied  to  idiopathic  muscular 
atrophy,  with  which  it  is  frequently  associated.  Since  no 
lesions  are  observed  in  the  cord  or  peripheral  nerves,  it  is  to 
be  regarded  as  a  primar)'  afifcction  of  the  muscles.  Micro- 
scopic examination  reveals  an  excessive  amount  of  fat  and 
connective  tissue  between  the  muscle-fibers,  the  latter  being 
atrophied  and  more  or  le.ss  degenerated. 

Symptoms. — The  first  symptom  to  attract  attention  is 
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weakness  of  the  muscles ;   the  child  is  awkward,  stumbles, 
and  in  walking  seeks  support.     As  the  paralysis  increases 
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le  upper  extremities  are  less  frequently 
affected.  VVlien  the  child  assumes  tlie  erect  posture,  the 
feet  arc  wide  apart,  the  belly  protrudes,  and  the  spinal 
column  shows  a  marked  curvature  with  the  convexity  for- 
ward. The  manner  of  rising  from  the  recumbent  position 
is  characteristic:  He  straightens  Ivimself  eitlier  by  i;rasping 
the  knees  or  by  re^^ling  the  hands  on  the  floor  in  front  of 
him.  extending  the  legs,  and  pushing  the  body  backward. 
The  gait  is  waddling  in  character. 

Although  the  response  of  the  muscles  to  electric  currents 
is  less  pronounced,  the  reactions  of  degeneration  are  not 
present.  The  knee-jerk  is  lessened  or  abolislied.  Tliere 
are  no  mental  or  sensory  disturbances. 

In  the  course  of  a  few  years  the  paralysis  becomes  so 
marked  that  the  patient  is  unable  to  leave  his  bed ;  the  en- 
largement of  the  muscles  is  followed  by  atrophy  ;  and  finally 
death  results  from  some  intercurrent  disease  or  inflamma- 
tion of  the  lungs  induced  by  the  weakened  respiratory 
power. 

Prognosis. — Absolutely  unfavorable. 

Treatment. — Remedies  generally  prove  useless.  Gradu- 
ated exercise,  massage,  electricity,  and  hypodermics  of 
strychnin  may  be  employed  with  the  hope  of  staying  the 
progress  of  the  disease. 
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FACIAL  HEMIATROPHY, 

(Unilateral  Progressive  Atrophy  of  the  Face.) 

Definition. — A  rare  affection,  characterized  by  progres- 
sive wasting  of  tissues — bones  and  soft  parts — on  one  side 
of  the  face. 

Etiology.— The  disease  usually  develops  in  childhootl. 
It  has  lx?en  excited  by  injury  of  the  face. 

Pathology. — In  the  few  cases  examined  chronic  trigemi- 
nal neuritis  or  lesions  of  the  Gasserian  ganglion  have  been 
discovered. 
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Symptoms. — Tlie  first  phenomenon  is  often  discoloration 
ol  tlic  skin  ,  tliis  is  soon  followed  by  a  slow  wasting  of  all 
the  tissueii  on  the  aflTected  side  of  the  face.  The  hair  falls, 
the  eye  recedes,  and  the  teeth  drop  out. 

Prognosis. — The  disease  is  progressive  and  incurable. 


ACROMEGALY. 

tBiarie's  Disease;  Fachyacria.) 

Definition. — A  nutritional  disease,  characterized  by  en- 
largement of  the  bones  and  overlying  tissues,  chiefly  of  tlie 
hands,  feet,  and  face. 

Stiology. — Unknown.  It  usually  develops  in  early  life. 
Marie  attributed  it  to  a  loss  of  function  of  the  pituitary  body. 

Pathology. —  Examination  of  the  bones  reveals  a  true 
hypertrophy,  particularly  of  the  cancellous  structures.  In 
many  cases  the  pituitary  bcxiy  has  been  found  to  be  the  seat 
of  simple  hypertrophy,  degeneration,  adenoma,  or  sarcoma; 
in  a  few  the  thymus  or  thyroid  gland  has  been  diseased. 

Symptoms. — The  hands  and  feet  are  considerably  en- 
larj^ed,  especially  in  breadth  ;  the  fingers  and  toes  are  stumpy 
and  the  nails  are  flat  and  small.  Hypertrophy  of  the  infe- 
rior maxillary  bone  leads  to  elongation  of  the  face  and  pro- 
trusion of  the  lower  jaw.  The  lips  are  large  and  everted. 
Among  occasional  symptoms  may  be  mentioned  spinal 
cur\ature,  polyuria,  glycosuria,  jx^rsistent  headache,  deaf- 
ness, blindness  from  atrophy  of  the  optic  nerve,  loss  of 
sexual  jxDwer,  and,  in  women,  menstrual  disorders. 

Diagnosis. — Acromegaly  might  be  mistaken  for  myx- 
edema, but  in  the  latter  only  the  soft  parts  are  involved ;  the 
skin  is  firm  and  adherent,  instead  of  soft  and  mobile,  as  in 
acromegaly  ;  and  the  face  is  round. 

In  Paget's  osteitis  deformana  the  long  bones  arc  especially 
involved,  and  are  not  only  enlarged,  but  considerably  de- 
formed, and  the  face  has  a  peculiar  triangular  shape. 

Prognosis. — The  aflfection  is  incurable,  but  the  duration 
may  be  indefinite.  Acute  cases  lasting  two  or  three  years 
are  usually  associated  with  sarcoma  of  the  pituitar\'  body. 

Treatment. — So  far,  remedies  have  been  futile. 
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SUNSTROKE. 

;,Heat-8trok6 ;  Thenaic  Fever ;  Ooup  de  Solell ;  InsoUtioa ;  Heat- 
exhaustion.) 

Definition. — An  aflTcction  resulting  from  exposure  to  ex- 
cessive heat. 

Varieties. — Two   varieties  are  observed  :  thermic  fever 

and  licat  exhaustion. 


THERMIC  FEVER- 

Btiology. — The  exciting  cause  is  exposure  to  intense 
heat,  natural  or  artificial.  Bodily  fatigue  and  intemperance 
are  imjM>rtiint  predisposing  factore.  It  is  probable  that  the 
excessive  heat  leads  to  the  production  of  toxic  substances 
that  disturb  the  heat-regulating  centers  in  the  brain. 

Pathology. — After  death  from  tliermic  fever  rigor  mortis 
develops  early  and  is  marked.  The  various  organs,  espe- 
cially tlie  brain,  are  deeply  congested.  The  left  ventricle  is 
firmly  contracted,  and  the  right  is  dilated  and  filled  with 
blood.  The  blood  is  dark  and  uncoagulated.  Microscopic 
examination  of  the  tissues  reveals  parenchymatous  degen- 
eration or  cloudy  swelling. 

Symptoms. — Prodromes  arc  frequently  present  and  con- 
sist of  exhaustion,  vertigo,  nausea,  and  headache.  These 
symptoms  are  followed  by  coma,  and  in  this  state  the  face 
is  flushed ;  the  eyes  are  injected  ;  the  skin  is  dry  and  burn- 
ing ;  the  temperature  ranges  from  io6°  to  112**  F.;  the 
pupils  arc  contracted ;  the  respirations  are  rapid  and  noisy; 
and  the  pulse  is  full  and  rapid.  Unless  the  temperature 
soon  falls,  the  respirations  become  shallow,  the  pulse 
weakens,  and  death  results  in  a  few  hours.  There  is  a  very 
malignant  form  in  which  the  patient  is  suddenly  stricken 
comatose  and  dies  in  a  few  hours  from  cardiac  f^iilure. 

Sequelae, — They  include  chronic  meningitis;  epilepsy; 
in.sanity;  failure  of  memory;  and  extreme  sensitiveness  to 
high  temperature. 

Diagnosis. — The  conditions  under  which  the  coma  has 
developed,  together  with  the  extremely  high  temperature  of 
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the  body,  will  serve  to  distinguish  sunstroke  from  apoplexy, 
alcoholism,  and  uremia. 

Prognosis. — This  should  be  very  guarded.  Probably 
40  per  cent,  perish. 

Treatment. — The  patient  should  be  promptly  placed  in 
a  bath  of  iced  water  and  should  be  rubbed  with  ice.  Ice- 
water  enemas  are  also  useful.  The  subcutaneous  or  intra- 
venous injection  of  normal  salt  solulioii  lias  proved  effica- 
cious in  some  cases.  Packard  and  others  have  found 
blood-leltini,^  (lO  to  20  ounces^  very  effective  in  some 
cases.  Feeblciiess  of  tiie  pulse  is  not  necessarily  a  contra- 
indication, as  the  circulation  often  improves  during  the 
operation. 

HEAT-EXHAUSnON. 

Pathology. — Accordin^j  to  Wu<^)d,  lieat-exhaustion  de- 
pends on  a  vasomotor  paresis,  as  a  result  of  which  there  is 
a  determination  of  blood  from  the  brain  and  surface  of  the 
bc>dy  t'»  the  great  blood-vessels  of  the  abdomen. 

Symptoms. — The  mind  is  dazed,  but  consciousness  is 
not  lost :  tlie  surface  is  pale  and  cold  ;  the  skin  is  moist ;  the 
respirations  are  shallow  and  hurried  ;  and  the  pulse  is  rapid 
and  feeble. 

Prognosis. — Recovery  generally  follows  under  appro- 
priate treatment. 

Treatment, — The  patient  should  be  covered  with  hot 
blankets,  and  hot  bottles  should  be  placed  neir  the  feet. 
Brandy,  ammonia,  and  strong  cofiee  are  useful  stimulants. 
Strychnin  hypodennically  is  an  efficient  remedy. 


ALCOHOLISM. 

'Inebriety.! 

Acute  Alcoholism. — The  ingestion  of  large  quantities  of 
alcohol  produce-i  the  following  symptoms:  Flushing  of  th< 
face,  mental  excitement,  quickening  of  the  pulse  and  respi- 
ration;  then  incoherent  speech,  delirium,  dilated  pupils,  loss 
of  coordination,  subnormal  temperature,  vomiting,  and, 
finally,  stupor  and  coma.  Not  infrequently  the  coma  is 
interrupted  by  convulsive   seizures.     In    most  cases,  if  the 
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dose  has  not  been  too  large,  recovery  follows  in  a  day  01 
two. 

Ohronic    alcoholism    is  characterized    by    disturbed   sleep, J 
fine  tremors,  mental  impairmenl,  injection  of  the  eyes,  red-] 
ness   of  the  nose,  and  the   symptoms    of  gaslro-intestinal 
catarrh.     When  the  habit  is   long  continued,  degenerative 
and  cirrhotic  changes  in  the  heart,  blood-vessels,  liver,  and 
kidneys  are  apt  to  develop. 

A  common  c<»mplication  of  chronic  alcoholism  is  delirium 
tremens,  which  is  generally  excited  by  temporary'  excess, 
an  injury,  or  some  acute  intercurrent  disease,  especially 
pneumonia.  It  is  manifested  by  great  mental  excitement, 
insomnia,  incoherent  speech,  tremors,  disordered  intellect, 
and  terrifying  hallucinations  of  sight  or  hearing.  The 
pulse  is  rapid  and  feeble,  the  appetite  is  lost,  the  bowels  are 
constipated,  and  the  temperature  is  slightly  elevated.  In 
favorable  cases  convalescence  follows  in  a  few  days,  but  not| 
infrequently  t)'phoid  symptoms  develop  and  the  attack  enda 
in  death. 

Among  other  sequels  of  dipsomania  may  be  mentioned 
pneumonia,  chronic  meningitis,  multtple  neuritis,  amblyopia, 
epilepsy,  and  dementia. 

Diagnosis. — The  coma  of  alrohoiism  must  be  distin- 
guished from  the  coma  of  other  diseases.  The  history*,  the 
absence  of  paralysis,  the  subnormal  temperature,  the  facti 
that  the  patient  can  be  arou.sed  by  screaming  in  the  ear  or 
by  firm  pressure  over  some  sensitive  sp<_>t  like  the  supra- 
orbital notch,  the  odor  on  the  breath,  and  the  absence  of 
other  cause  will  usually  prevent  «m  error  in  diagnosis. 

Delirium  iremeus  is  recognized  by  the  history,  restless- 
ness, delirium,  tremors,  and  terrifying  hallucinations. 

The  tremors  of  ehronie  alcoholism  maybe  recognized  by 
the  history,  the  associated  evidence  of  alcoholism,  and  by 
the  fact  that  they  are  worse  in  the  morning  and  improve 
after  the  use  of  the  stimulant. 

Prognosis. — ///  acute  alcoholism  the  prognosis  should 
be  guardedly  favorable.  In  delirium  tremens  recovery  gen- 
erally follows  unless  there  is  great  debility  In  alcoholic 
pneumonia  the  outlook  is  grave ;  recovery  is  exceptional. 
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In  alcoholic  neuritis  the  symptoms  u.<iually  subside  under 
appropriate  remedies  and  abstinence  from  the  stimulant. 

In  chronic  alcoholism  the  prognosis  is  generally  unfavor- 
able. When  the  habit  is  fully  established,  it  is  rarely  per- 
manently broken  ;  temporary  improvement  is  only  too  often 
followed  by  a  relapse. 

Treatment. ^^r//A*  Alcoholism.^Thc  stomach  should 
be  emptied  by  the  stomach-pump,  a  stimulating  emetic,  or 
the  hypodermic  injection  of  apomorphin  (^  gi'^un)*  If  the 
coma  persists  and  the  pulse  weakens,  cardiac  stimulants, 
like  ammonia,  strychnin,  and  digitalis,  should  be  admin- 
istered hypodermically.  Douching  and  flagellation  may 
also  be  employed  to  arouse  the  patient 

Treatment  of  Delirium  Tremens. — As  there  has  usually 
been  a  complete  abstinence  from  food  during  the  debauch 
leading  to  the  delirium,  nutritious  foods  are  always  neces- 
sary, and  the  best  arc  milk  with  lime-water  and  highly 
seasoned  beef-tea.  Sleep  must  be  secured  by  chloral  (20 
grains),  hyoscin  {\\^  grain),  potassium  bromid  (1  dram),  or 
paraldehyd  (J  to  I  fluidram).  Active  catharsis  should  be 
encouraged.  When  the  pulse  is  weak,  strychnin  and  digi- 
talis will  be  found  useful  stimulants.  In  many  cases  phy- 
sical restraint  will  be  required ;  it  may  be  secured  by  strap- 
ping the  patient  to  the  l>ed  with  sheets.  Should  profound 
stupor  develop,  the  application  of  a  blister  to  the  back  of 
the  neck  or  a  few  light  touches  of  the  actual  cautery  will 
often  serve  to  arouse  the  patient 

Chronic  Alcoholism. — It  is  necessary  that  alcohol  shall  be 
withdrawn  ;  the  rapidity  with  which  this  can  be  accomplished 
will  depend  on  the  circumstances.  In  most  cases  the  tempta- 
tion to  drink  is  so  strong  that  confinement  in  an  inebriate 
asylum  is  esscndal  to  the  success  of  the  treatment  Various 
substitutes  have  been  recommended  for  alcohol,  among 
which  may  be  mentioned  bromid  of  potassium,  chloral, 
cocain,  hyoscin,  and  cannabis  indica.  As  a  rule,  they 
accomplish  little  beyond  quieting  the  patient  and  occasion- 
ally securing  sleep.  The  diet  should  be  nutritious,  and 
carefully  adapted  to  the  condition  of  the  stomach,  which  is 
usually  the  seat  of  chronic  catarrh.  Tonics,  like  iron,  quinin, 
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and    strychnin,  arc   often   indicated.      Graduated   physical 
exercise  is  sometimes  of  decided  value. 
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CHRONIC  OPIUM  POISONING. 

I  Morphinomania. « 

Symptoms. — The  syniptoms  resulting  from  the  habitual 
use  of  opium  arc  an  irresistible  craving  for  the  drug,  loss 
uf  flesh  and  strength,  tremors,  anemia,  a  peculiar  sallow 
complexion,  anorexia,  deranged  digestion,  a  tendency  to 
diarrhea,  disturbed  sleep,  mental  depression,  irritability,  and 
a  characteristic  propensity  for  lying  and  deceiving. 

Treatment. — Isolation  in  a  s|>ecia1  institution  or  asylum 
is  almost  imperative.  As  a  rule,  the  drug  should  be  with- 
drawn rapidly,  but  in  aggravated  cases  not  too  abruptly, 
for  fear  of  collapse.  The  diet  should  consist  of  nutritious, 
easily  digested  food.  Strychnin,  while  it  is  without  specific 
action,  is  often  extremely  valuable  for  its  stimulating  effect 
Bromi<:!s  and  cannabis  indica  arc  sometimes  useful  in  amelio- 
rating the  distress  that  follows  the  withdrawal  of  opium. 
Sulphonal.  paraldchyd,  and  chloretonc  are  the  best  hyp- 
notics. Massage,  graduated  exercise,  and  the  Turkish  bath 
are  useful  roborant  measures  in  the  convalescent  stige. 

CHRONIC  LEAD-POISONING. 
Plumbism;  Saturnism.) 

Stiolog^. — Chronic  lead-poisoning  may  be  brought 
about  by  the  too  prolonged  use  of  the  salts  of  lead  for 
medicinal  purposes,  but  it  is  much  more  frequently  induced 
in  wurkniLTi  who  are  exposed  to  the  fumes  or  dust  of  lead, 
or  who  handle  the  metal  or  paints  containing  it.  It  may 
follow,  also,  the  accidental  introduction  of  lead  into  the 
system  through  drinking-water,  articles  of  food,  hair-dyes, 
and  cosmetics.  Occasionally  it  results  from  the  use  of 
Avater  that  has  been  carried  through  lead  pipes  or  has  been 
stored  in  cisterns  lined  with  lead. 

Pathology. — The  muscles  are  degenerated,  and  the 
peripheral  nerves  frequently  reveal  evidences  of  chronic  neu- 
ritis.     In  cases  associated  with  marked  muscular  atrophy 
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there  may  be  also  degeneration  of  the  jjan^Iionic  cells  in 
the  gray  horns  of  the  spinal  cord. 

Symptoms. — The  following  are  the  chief  manifestations  : 
Anemia  with  granular  degeneration  (basuphilic)  of  the  red 
cells;  severe  colicky  pains  centering  around  the  umbilicus, 
with  retraction  and  rigidity  of  the  abdominal  walls ;  consti- 
p;ition  ;  a  blue  line  on  the  gums  near  the  insertion  of  the 
teeth»  due  to  the  deposition  of  a  sulphuret  of  lead  ;  paralysis  ; 
tremors;  intense  headache;  pains  in  the  joints  (arthralgia); 
arteriosclerosis ;  chronic  interstitial  nephritis ;  and  grave 
cerebral  symptoms  (encephalopathies). 

The  Paralysis. — This  usually  attacks  the  muscles  supplied 
by  the  musculospiral  nerve, — the  extensors  of  the  fingers 
and  of  the  wrist, — causing  the  so-called  "  wrist-drop."  The 
affected  muscles  ultimately  atrophy  and  yield  the  reactions 
of  degeneration.  Occasionally  other  muscles  are  involved, 
such  as  the  extensors  of  the  legs,  the  recti  of  the  eye,  and 
the  adductors  of  the  larynx.     Sensation  is  not  affected. 

EncephaiopathUs. — These  are  among  the  more  rare  mani- 
festations of  plumbism,  and  consist  of  convulsions,  coma, 
delirium,  intense  headache,  and  blindness  from  atrophy  of 
the  optic  nerves. 

Prog'nosis. — Guardedly  favorable. 

Treatment. — Prophylaxis  consists  in  absolute  cleanli- 
ness ;  the  use  of  respirators  in  lead  factories ;  the  avoidance 
of  eating  in  an  atmosphere  laden  with  the  dust  of  the 
metal ;  and  in  the  occasional  use  of  Epsom  salts. 

The  curative  treatment  consists  in  the  administration  of 
iodid  of  potassium  (5  to  10  grains  thrice  daily)  and  the  use 
of  sulphur  baths.  Constipation  should  be  relieved  by  Ep- 
som salts.  The  colic  may  require  the  hypodermic  injection 
of  morphin  and  atropin  and  the  application  of  hot  fomenta- 
tions to  the  abdomen.  The  paralysis  generally  yields  to 
massage,  the  constant  current,  and  hypodermic  injections 
of  strychnin. 


DISEASES  OF  THE  SKIN  AND  ITS 
APPENDAGES. 


THE  COLOR  OF  THE  SKIN. 

PaU.or  as  a  permanent  condition  is  generally  an  expres- 
sion of  anemia;  but  it  should  be  borne  in  mind  that  in  some 
cases  the  surface  is  pale  when  the  blood  is  normally  rich  in 
corpuscles  and  hemoglobin  ;  and  that  in  other  cases  the  sur- 
face has  a  natural  color  when  the  blood  is  considerably  defi-, 
cient  in  corpuscles  and  hemoglobin.  It  follows,  thereforej 
that  an  absolute  diagnosis  of  anemia  must  rest  on  an  analy- 
sis of  the  blood. 

Pallor  as  a  temporary  eondition   may  result   from   emt 
tional  excitement,  exposure  to  extreme  cold,  shock,  syn- 
cope, or  collapse. 

Yellowness  of  the  skin  may  result  from  jaundiee,  in 
which  case  the  conjunctivae  will  also  be  yellow  and  the  urine 
will  contain  bile.  Yellowness  may  also  result  from  chlorosis 
or  pi-rni^ioHS  fincmia,  and  in  these  ca.scs  the  normal  color  of' 
the  conjunctiva,  the  associated  symptoms  of  the  disease, 
antl  the  absence  of  bile  in  the  urine  will  indicate  the  cause. 

Whiteness  of  the  Skin.— A  milk-white  hue  over  ex- 
tensive areas  may  be  observed  in  albinism^  vitiligo,  and 
leprosy. 

Dark-brown  or  gray  discoloration  of  the  skin 
observed  in  t!ie  following  conditions  : 

Addison's  Disease. — In  this  affection  the  skin  has  a  bronzcc 
appearance,  which  is  especially  marked  on  exjx)sed  parts  ^ 
the  buccal   mucous  membrane  may  also  reveal  discolore< 
plaques,  and  there,  are,  in  addition,  anemia,  prostration,  and 
gastric  irritability. 
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Argyria. — This  term  is  applied  to  the  cJark-gray  discolora- 
tion of  the  exposed  parts  that  follows  the  prolonged  use  of 
nitrate  of  silver.  The  discoloration  is  due  to  a  deposition 
of  tlie  oxid  of  silver  and  is  more  or  less  permanent.  It  is 
said  to  be  jjreccdcd  by  a  dark  Hue  on  the  gums,  similar 
to  the  one  observed  in  chronic  lead-poisoning.  Formerly, 
when  nitrate  of  silver  was  used  extensively  in  the  treatment 
of  epilepsy,  it  was  not  an  uncommon  condition. 

Vagabofuiismits. — This  term  is  applied  to  the  dark-brown 
discoloration  of  the  skin  that  follows  prolonged  exposure  to 
the  weather,  uncleanliness,  and  perhaps  the  irritation  of  the 
skin  resulting'  from  petliculosis. 

Blueness  of  the  skin  as  a  permanent  condition  is  gen- 
erally an  expression  of  cyanosis. 

HARDNESS  OR   INDURATION  OF  THE  SKIN. 

Induration  of  the  skin  is  observed  in  silitodirma.  In  tliis 
affectitm  the  skin  is  tense,  hide-bound,  and  more  or  less  pig- 
mented. Induration  is  also  observed  in  myxedema.  In  this 
condition  the  skin  is  swollen,  as  in  edema,  but  it  Is  firm,  in- 
elastic, and  does  not  pit  on  pressure.  In  addition  the  fea- 
tures arc  peculiarly  broadened  and  the  mental  power  is  im- 
paired. Circumscribed  patches  of  induration  are  observed 
in  morphea.  The  circumscribed  patches,  with  hypercmic  or 
pigmented  borders,  and  the  smooth,  shiny,  atrophied  condi- 
tion of  the  skin  are  the  diagnostic  features. 

Edema,  or  dropsy  of  the  subcutaneous  tissues,  when  ex- 
treme, may  also  cause  induration. 

A  brawny,  indurated  condition  of  the  muscles,  especially 
of  the  legs,  is  frequently  observed  in  seuny.  It  probably 
results  from  a  sanguineous  exudation.  The  anemia,  pur- 
puric spots,  and  spongy,  bleeding  gums  will  aid  in  the 
diagnosis. 

GLOSSY  SKIN. 
"  Glossy  Shu" — This  term  was  applied  b)-  Paget  to  indi- 
cate a  smooth,  atrophied,  and  shiny  appearance  of  the  skin. 
It  is  mo'-t  frequently  obser\'ed  after  inflammation  or  injury 
of  the  nerve-trunks.      It  is  sometimes  associated  with  an 
30 
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intense  burning  pain  to  which  Mitchell  has  given  the  name 
causalgia. 

ENLARGEMENT  OF  THE  SUPERFICIAL  VEINS. 

Enlargement  <»f  tlie  superficial  veins  may  result  from 
chronic  heart,  lung,  or  liver  disease  or  from  the  pressure  of[ 
a  tumor  or  aneurysm  on  deep-seated  veins.  As  a  general 
condition  it  may  be  congenital  and  result  from  occlusion  of 
the  deep  veins 

**  Caput  Medusa." — This  term  is  applied  to  a  circle  of 
dilated  veins  surrounding  the  umbilicus.  It  is  indicative  of 
obstruction  to  tiic  portal  circulation,  and  may  result  from 
atrophic  cirrhosis  of  the  liver,  from  thrombosis  of  the  portal 
vein,  or  from  the  pressure  of  a  tumor  on  the  portal  vein. 

CUTANEOUS  EMPHYSEMA. 
Cutaneous  emphysema  consists  in  an  escape  of  air  into' 
the  cellular  tissue.  It  is  manifested  by  adiflTuse,  pallid  swell- 
ing of  the  skin,  which  crackles  on  palpation  and  which  pits 
on  pressure ;  but  unlike  edema,  the  depression  immediately, 
disappears  when  the  finger  is  withdrawn.  It  may  result — 
(i)  From  traumatism  of  the  lungs,  as  in  gunshot  wounds  of 
the  chest  or  fracture  of  the  ribs.  (2)  From  rupture  of  the 
esophagus,  stomach,  intestines.  lar>nx,  trachea,  or  lungs. 
The  rupture  of  these  organs  is  usually  due  to  ulceration, 
such  as  may  occur  in  cancer  of  the  esophagus,  tuberculous 
cavity  of  the  lung,  or  purulent  pleurisy. 

ABNORMAL  CONDITIONS  OF  THE  NAILS. 

Atrophy  of  the  Nails. — The  nails  may  become  dry, 
brittle,  discolored,  and  cracked  in  organic  disease  of  the 
spinal  cord ;  after  inflammation  or  injur>'  of  the  peripheral 
nerves;  after  prolonged  febrile  diseases,  like  typhoid  fever; 
and  in  certain  affections  of  the  skin  that  involve  the  matrix 
of  the  nail,  as  eczema,  psoriasis,  and  ringworm. 

Curving:  of  the  Nails. — Incurvation  of  the  nails  is  gen- 
erally associated  with  clubbing  of  the  terminal  phalanges. 
It  is  obscr\'ed  in  phthisis,  chronic  cardiac  disease,  and  in 
many  wasting  diseases. 
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Onychia. — Inflammation  of  the  matrix  of  the  nail  may 
result  from  injury;  from  syphilis;  from  organic  disease  of 
the  spinal  cord,  as  locomotor  ataxia;  from  arthritis  de- 
formans; and  from  cutaneous  afTcctions  involving  the  matrix, 
as  leprosy,  ringworm,  and  eczema. 


CUTANEOUS  ERUPTIONS. 

Macules. — Macules  are  discolored  spots  that  are  neither 
elevated  nor  depressed. 

A  general  red  macular  ernpUon  is  observed  in  the  follow- 
ing conditions : 

Syf>hUis. — Secondar>'  syphilis  may  manifest  itself  as  an 
eruption  of  small  red  macules.  They  are  usually  abundant 
and  frequently  cover  the  entire  body ;  they  lack  subjective 
symptoms ;  they  are  usually  associated  with  the  history  or 
with  the  evidences  of  syphilis,  such  as  the  scar  of  the 
chancre,  bone-pains,  alopecia,  swollen  glands,  and  sore 
throat 

Erytfupna  multiforme  may  manifest  itself  as  a  macular 
eruption,  but  the  macules  are  usually  associated  with  dark- 
red  papules  or  tubercles.  The  multiformity  of  the  lesions  ; 
their  preference  for  the  extremities  ;  their  appearance  in  suc- 
cessive crops  ;  the  short  duration  of  each  lesion  ;  the  absence 
of  subjective  phenomena,  such  ;is  itching  and  burning ;  and 
the  presence  of  rheumatic  pains  arc  the  diagnostic  fea- 
tures, 

Piiyriasb  Rosea, — The  eruption  is  especially  found  on  the 
trunk  ;  the  lesions  are  rose-red  in  color ;  they  are  slightly 
scaly,  the  scales  being  dry ;  subjective  phenomena  are  gen- 
erally absent ;  and  the  duration  is  a  few  weeks. 

Ptiiicuiosis  Corporis. — Lice  may  produce  a  minute  red  or 
purple  eruption.  The  small  size  of  the  lesions;  their  con- 
finement to  the  covered  parts ;  the  intense  itching  and  the 
presence  of  scnitch-marks  ;  and  the  discovery  of  pediculi  on 
the  clothes  arc  the  diagnostic  features. 

R'dthdn. — This  affection  produces  a  macular  or  maculo- 
papular  rash  that  disappears  in  two  or  three  days  by  slight 
desquamation.     The    moderate    fever,  sore  throat,  swollen 
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cervical  glands,  and  histor>'  of  contagion  will  assist  in  the 
diagnosis. 

Accidental Raslus. — Local  inflammations  like  tonsillitis  and 
acute  gastritis  and  certain  drugs  and  foods  occasionally  pro- 
duce a  macular  rash. 

Fiirpuric  spots  or  hemorrhagic  macules  (petechise)  result 
from  minute  extravasations  of  blooti  into  the  skin. 

A  purpuric  eruption  is  observed  in  tlie  following  condi- 
tions : 

Purpura  Htemorrhagka  (Morbus  Mdculosus  Wcrlhofii). — 
This  affection  occurs  especially  in  children ;  it  is  associated 
with  ftjver  and  bleeding  from  the  mucous  membranes,  and 
generally  runs  a  course  of  one  or  two  weeks. 

Scun'V, — This  disease  results  from  a  deprivation  of  fresh 
vegetables,  and  is  associated  with  spongy,  bleeding  gums, 
great  weakness,  and  a  brawny  induration  of  the  muscles. 

Rluuiuatism. — Occasionally  an  eruption  of  puqjuric  spots 
appears  in  rheumatic  subjects.  It  is  usually  associated  with 
pains  in  the  limbs,  but  fever  is  generally  absent. 

PcUosis  Rkcumatua  {^SclwnUitt  s  Disease). — This  is  an 
acute  affection,  characterized  by  purpuric  spots,  urticaria, 
sore  throat,  moderate  fever,  and  an  inflammation  of  the 
joints  resembling  rheumatism.  Ry  some  the  disease  is  re* 
garded  as  a  manifest^ition  of  rheumatism. 

Extreme  Anemia. — A  petechial  rash  is  not  uncommon  in 
pernicious  anemia,  leukocythemia,  cancer,  and  advanced 
Bright's  disease.  The  historv'  and  the  associated  symptoms 
of  the  original  disease  will  indicate  the  diagnosis. 

Certain  Infectious  Diseases. —  In  ty[)hus  fever  a  purpuric 
eruption  appears  on  the  fourth  or  fifth  day.  In  cerebro- 
spinal meningitis  the  eruption  is  frequently  petechial.  In 
malignant  measles  and  malignant  smallpox  the  rash  is  often 
hemorrhagic.  In  acute  yellow  atrophy  of  the  liver  and  in 
ulcerative  endocarditis  a  petechial  eruption  is  frequently  ob- 
sen'ed. 

Poisoning  from  Certain  Substances. — Poisoning  from  phos- 
phorus, the  virus  of  venomous  snakes,  mercury,  and  anli- 
pyrin  may  be  associated  with  an  eruption  of  purpura. 

Pediculosis  and  Kindred  Affections. — Body-lice,  bedbugs, 
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and  fleas  produce  petechia)  lesions  that  are  surrounded  by 
slight  areola;.  The  itching,  scratch-marks,  and  discover)'  of 
the  parasite  are  the  diagnostic  features. 

Brown  macules  are  observed  in  : 

Lentigo  or  Frakif. — The  spots  are  small,  and  are  found 
especially  on  exposed  parts — face,  neck,  shoulders,  and 
liands. 

Chhasma. — Dark  spots  may  result  from  irritation  of  the 
skin  from  the  action  of  chemicals,  heat,  scratches,  or  bhsters. 
They  are  sometimes  noted  in  general  diseases,  like  Addison's 
disease  and  syphilis.  They  also  occur  in  primary  affections 
of  the  skin,  as  vitiligo,  morphea,  scleroderma,  and  leprosy. 

Moles  or  Ntevus  Pignwiitosa. — These  consist  in  congenital 
deposits  of  pigment  on  various  parts  of  the  body. 

Wlilt«  or  pale  yellow  macules  are  observed  in : 

Vitiligo. — Apart  from  the  absence  of  pigment,  the  skin  is 
nomial  in  appearance  and  function.  An  excess  of  pigment 
is  generally  noted  at  the  periphery  of  the  white  patches. 

Leprosy. — In  this  condition  there  are  structural  changes 
in  the  skin  and  anesthesia  in  addition  to  the  wliite  appear- 
ance. 

Morphea. — In  the  late  stage  of  this  aRection  the  circum- 
scribed patches  are  white  or  yellow.  The  structure  of  the 
skin  is  altered,  and  the  peripher>^  of  the  patches  b  distinctly 
hype  rem  ic. 

Facial  Hemiatrophy- — The  onset  of  this  disease  may  be 
marked  by  the  appearance  of  a  yellow  or  white  spot  on  one 
side  of  the  face. 

Diffuse  Erythema  or  Inflammation  of  the  Skin.— 
Diffuse  crjlhcma  *:>r  inflammation  of  the  skin  may  result 
from  : 

The  Action  of  Certain  Drugs  (Dermatitis  Medicamentota). — 
Belladonna,  quinin,  chloral,  cubebs,  salicylic  acid,  and  arsenic 
may  proiluce  a  diffuse  red  rash. 

Scarlet  FeTer. — The  history  of  contagion,  high  fever,  sore 
throat,  swollen  glands,  rapid  pulse,  and  the  punctiform 
character  of  the  rash  will  indicate  the  diagnosis. 

Rotheln. — In  some  cases  of  rotheln  the  eruption  is  red 
and  diflfusc.     The   histor>',  slight   fever,  mild  catarrh,  and 


470   DISEASES  OF  THE  SIC/N  AA'D  ITS  APPENDAGES, 


marked  swelling  of  the  postcervical  glands  will  suggest 
rotheln. 

Local  irritatioii  from  traumatism,  excessive  heat,  poisonous 
plants,  or  drugs  often  produces  erythema. 

Erythema  Intertrigo. — This  occurs  where  two  cutaneous 
surfaces  come  in  contact.  The  part  is  red,  moist,  and  some- 
times macerated.     The  condition  excites  a  burning  pain. 

Eczema. — The  skin  is  thickened  and  infiltrated ;  there  is 
marked  itching;  the  redness  shades  off  gradually ;  and  there 
is  no  fever. 

Erysipelas. — The  part  is  considerably  swollen;  the  redness 
and  swelling  terminate  in  an  abrupt  ridge  and  the  tempera- 
ture is  high. 

Acne  Bosacea. — This  is  a  chronic  disease;  the  redness 
appears  on  the  face  and  is  associated  with  acne  legions  and 
dilated  capiilanes. 

Vesicles. — A  vesicle  is  a  small  elevation  of  the  skin 
containing  serous  fluid,  and  var>ing  in  size  from  a  pinhead 
to  a  split-pea.  Vesicles  are  observed  in  the  following  con- 
ditions : 

Sudamen. — This  consists  of  an  eruption  of  minute  vesicles 
that  result  from  the  imprisonment  of  sweat  in  the  layers  of 
the  skin.  It  is  usually  associated  with  free  jjerspiration  ;  the 
vesicles  are  translucent,  lack  inflammatory  characteristics, 
and  show  no  tendency  to  rupture. 

Herpes. — The  vesicles  api>ear  in  groups  or  clusters  ;  they 
are  mounted  o\\  an  inflammatory  base ;  they  show  no  ten- 
dency to  rupture  ;  they  arc  frequently  associated  with  burning 
or  neuralgic  pains;  and  they  are  distributed  along  the  line 
of  the  nerve-trunks. 

DermatitiB  Venenata. — A  vesicular  eruption  may  result 
from  contact  with  poisonous  plants,  such  as  the  |>oison-ivy 
or  poison-oak.  The  eruption  generally  appears  on  the  ex- 
posed parts — face  or  hands  ;  the  part  is  red  and  swollen  and 
there  is  intense  itching. 

DermatitU  Herpetiformis. — The  vesicles  are  verj'  irregular 
in  shape;  they  appear  in  clusters;  they  are  very  tense;  they 
show  no  tendency  to  rupture  ;  they  are  frequently  associated 
with  other  lesions — papules,  pustules,  and  bulla;; ;  they  excite 
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intense  itching:  and  they  apjicar  in  crops  over  a  period  of 
weeks  or  months. 

Impetigo  Contagiosa. — TIlc  eruption  con^iisls  of  small  vesi- 
cles Uiat  subsequently  enlarge  until  they  reach  the  size  of 
blebs;  the  vesicles  appear  in  crops;  are  commonly  discrete; 
are  flat  and  umbilicated ;  are  filled  with  a  straw-colored 
fluid;  they  show  no  tendency  to  break,  but  dry  up  and  form 
thin  yellow  crusts,  and  tliey  excite  but  little  itching.  The 
disease  is  contagious  and  auto  inoculable;  occurs  especially 
in  children  ;  and  lasts  from  one  to  two  weeks. 

Vesicular  Eczema. — The  vesicles  are  quite  small  and  are 
aggregated  in  patches ;  the  intervening  skin  is  red  and  thick- 
ened ;  the  vesicles  tend  to  break  and  pour  forth  a  serous 
fluid  that  keeps  the  part  moist;  and  the  eruption  is  asso- 
ciated with  intense  itching. 

Miliaria,  or  Heat-rash.— This  may  appear  as  an  eruption  of 
minute  vesicles;  they  are  always  discrete;  they  are  sur- 
rounded by  red  areola? ;  they  usually  appear  on  the  trunk  ; 
they  are  generally  associated  with  pin-head  papules  ;  they 
show  no  tendency  to  rupture;  and  they  excite  a  little  burn- 
ing and  itching. 

Scabies. — In  this  aflection  the  vesicles  are  small ;  they  arc 
usually  associated  with  pustules  and  hunows ;  they  excite 
intense  itching;  and  they  arc  usually  found  on  the  hands, 
forearms,  in  the  axilhe,  under  the  mammae,  and  on  the  inner 
aspects  of  the  ihij^^dis. 

Blebs,  or  Bullae. — A  bleb,  or  bulla,  is  a  circumscribed 
elevation  of  the  skin  containing  serous  fluid,  and  varying  in 
size  from  a  pea  to  an  egg.  Blebs  arc  observed  in  the  follow- 
ing conditions  : 

Impetigo  Contagiosa.— The  blebs  are  flat  and  umbilicated; 
they  contain  a  straw-colored  fluid ;  they  appear  in  crops ; 
they  are  commonly  discrete ;  they  show  no  tendency  to 
break,  but  dry  up  and  form  thin  yellow  crusts ;  and  they 
excite  but  little  itching.  The  disease  is  contagious  and  auto- 
inuculable;  occurs  especially  in  children;  and  lasts  from  one 
to  two  weeks. 

Dermatitis  Herpetiformis. — The  bullae  are  frequently  asso- 
ciated with  papules,  vesicles,  and  pustules;  they  are  sur- 
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rounded  by  inflamed  skin  ;  they  appear  in  clusters  ;  they 
show  no  tendency  to  break,  but  Axy  up  and  leave  yellowish- 
brown  crusts ;  and  they  excite  considerable  itching. 

Pemphigus. — The  bull.x*  appear  in  crops ;  excite  but  little 
ilcliin^  ;  Ihcy  lack  an  intlanunalor)' areola;  and,  as  a  rule, 
they  dry  up,  and  leave  behind  a  thin  pellicle.  The  disease* 
is  generally  chronic. 

Syphilis. — The  bullous  syphilid  is  observed  in  hereditary 
syphilis  and  vcr>*  late  in  the  acquired  disease.  The  contents 
of  the  bulla?  soon  become  pustular;  the  blebs  dr\'  up.  and 
fomi  dark-green,  cone-shaped,  stratified  crusts,  wliich  become 
detaclied  and  leave  discharging  ulcers.  The  histor>'  and  the 
other  evidences  of  syphilis  will  aid  in  the  diagnosis. 

Ptistules. — A  pustule  is  a  small  circumscribed  elevation 
of  the  skin  containing  pus.  Pustules  are  observed  in  the 
following  diseases  : 

Eczema  Pustuloaom. — The  pustules  are  small ;  arc  aggre- 
gated in  a  patch  ;  arc  generally  associated  with  minute  vesi- 
cles; the  intervening  skin  is  red  and  tirickened;  and  there 
are  marked  burning  and  itching. 

Acne  Vulgaris. — The  pustules  are  usually  confined  to  the 
face,  back,  and  shoulders;  they  have  their  origin  in  the 
sebaceous  follicles ;  they  are  generally  associated  with  papules 
and  comedones ;  and  they  excite  no  itching. 

Dennatitis  Herpetifonnis. — The  pustules  are  frequently 
associated  with  papules  and  vesicles;  they  are  surrounded 
by  inflamed  skin  ;  they  appear  in  clusters ;  and  they  excite 
considerable  itching. 

Impetigo  Contagiosa. — The  eruption  is  at  first  vesicular, 
but  it  soon  becomes  pustular;  the  pustules  var>'  in  size  from 
a  pea  to  a  large  marble  ;  they  are  flat  and  umbilicated  ;  they 
appear  in  crops;  they  arc  commonly  discrete;  tlicy  show 
no  tendency  to  break,  but  drj-  up  and  form  thin  yellow 
crusts;  and  they  excite  but  Hltle  itching.  The  disease  is 
contagious  and  auto-inoculable ;  occurs  especially  in  cliil- 
dren  ;  and  lasts  from  one  to  two  weeks. 

Varicella,  or  Oliicken-pox. — The  pustules  result  from  vesi- 
cles ;  they  appear  especially  on  the  trunk ;  they  are  small 
and  arc  not  umbilicated  and  they  excite  but  little  itching. 
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There  is  some  fever.  The  disease  lasts  but  tliree  or  four 
da>'s. 

£ctli3mia. — This  disease  is  observed  especially  in  poorly 
nourished  adults.  The  pustules  vary  in  size  from  a  pea  to  a 
cherrv' ;  they  are  few  in  number;  they  arc  mounted  on  an 
inflammatory  base,  and  are  surrounded  by  a  distinct  innaii)- 
matory  areola ;  they  e.\cite  but  little  itching ;  the)'  seldom 
break,  but  dry  up  and  form  brownish  crusts. 

Smallpox. — In  this  disease  shot-like  papules  and  umbill- 
catcd  vesicles  precede  or  are  associated  with  the  pustules. 
The  latter  are  small,  surrounded  by  a  red  areola,  and  usually 
excite  some  itching.  The  high  fever  and  history  of  con- 
tagion will  iissist  in  making  the  diagnosis. 

Syphilis. — The  pustules  are  frequently  associated  with 
other  lesions ;  they  are  often  mounted  on  a  copper-colored 
inflammatory  base;  they  excite  no  itching;  and  the)*  are 
usually  associated  with  the  liistory  and  the  other  evidences 
of  syphilis. 

Scftbiefl. — The  pustules  are  small  and  usually  associated 
with  papules^  vesicles,  and  Immyivs ;  they  are  especially 
observed  on  the  hands,  forearms,  in  the  axilla;,  under  the 
mamma*,  and  on  the  inner  aspects  of  the  thighs,  and  they 
excite  considerable  itching.  There  is  often  a  history  of  con- 
tagion. 

Papules. — A  papule  is  a  circumscribed  solid  elevation  of 
the  skin  var)'ing  in  size  from  a  pin-head  to  a  pea.  Papules 
arc  observed  in  the  following  conditions : 

Erythema  Multiforme. — The  papules  are  often  assodated 
with  macules  and  tubercles;  they  are  flat,  and  are  of  a 
bright-red  or  purple  color;  they  appear  especially  on  the 
extremities;  and  they  show  no  tendency  to  suppurate,  but 
gradually  disappear  in  the  course  of  two  or  three  weeks; 
they  excite  no  itching,  but  they  are  often  associated  with 
prostration  and  rheumatic  pains. 

Alter  the  Use  of  Certain  Drngs. — Bromids,  iodids,  copaiba, 
cubebs,  and  tar  may  produce  a  papular  eruption.  The  his- 
tory will  aid  in  the  diagnosis. 

EczemA  Papillosum. — The  papules  are  very  small,  closely 
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Crusts. — Crusts  consist  in  dried  exudation,  and  may  be 
reel,  yellow,  brown,  or  ^reen  in  color.  They  are  marked  in 
the  following  diseases : 

Eczema. — The  crusts  arc  generally  associated  with  pustules 
and  vesicles  ;  the  surrounding  skin  is  red  and  thickened  ;  and, 
there  is  considerable  itching. 

Seborrhea. — Crusts  of  seborrhea  are  generally  observed  01 
the  scalp.     Itcliin^   is  absent,  and  there  are  no  evidences  of  j 
inflammation. 

Syphilia. — The  crusts  are  thick  ;  they  arc  of  a  dark-brownj 
or  green  color ;  and  they  are  often  associated  with  ulcers^ 
that  freely  discharge.  The  histor)*-  and  other  evidences  of 
syphilis  will  aid  in  the  diagnosis. 

Impetigo. — Tiie  crusts  are  thin  and  yellow,  and  they  are 
associated  wilh  blebs  that  appear  in  crops. 

FavuB. — The  crusts  generally  appear  on  the  scalp ;  they 
are  yellow,  brittle,  and  cup-shaped,  they  arc  usually  jjcr- 
foratcd  by  a  hair,  and  have  a  peculiar  musty  odor. 

Tinea  Tonsurans,  or  Bingworm  of  the  Scalp.— In  neglected 
cases  this  affection  may  be  associated  with  crvisting.  It  is 
observed  only  in  children.  The  grayish  scales,  the  dry, 
brittle,  and  broken  hairs  projecting  through  the  crusts,  the 
alopecia,  and  the  detection  of  the  trichophyton  are  the  diag- 
nostic features. 

Scales. — Scales  are  dry  exfoliations  from  the  upper 
layers  of  the  skin.  They  are  observed  in  the  following 
diseases : 

Squamous  Ec2ema. — The  scales  are  usually  associated  with 
papules ;  the  underlying  skin  is  red  and  thickened,  and  there 
is  often  marked  itching. 

Seborrhcea  Sicca. —  I  he  scales  are  greasy,  and  the  undcr- 
l)ing  skin  shows  no  evidence  of  inflammation.  The  seba- 
ceous  follicles  are  often  dilated. 

Psoriasis. — The  scales  are  dry,  and  are  of  a  pearly-white 
color;  they  are  associated  with  circumscribed,  sharply  de-] 
fined,  elevated,  inflammatory  patches.  The  extensor  sur- 
faces are  esjjecially  involved.     There  is  little  or  no  itching. 

Ichthyosis.  -  This  affection  begins  in  early  life.  The 
scales  are  dry,  and  are  especially  marked  on  the  extensor 
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surfaces.  Itching  is  absent,  and  there  is  no  evidence  of 
inllaniniation. 

Syphilis. — The  scales  are  dry  and  arc  of  a  grayish  color; 
tliey  arc  usually  associated  with  iwpulcs ;  and  they  are  espe- 
cially marked  on  the  palms  and  soles.  Tlicre  is  no  itching. 
The  history  and  other  evidences  of  syphilis  will  assist  in  the 
diagnosis. 

Pitjrriasis  Rosea. — The  scales  are  found  especially  on  the 
trunk,  and  arc  associated  with  small,  rose-red  macules. 
There  is  no  itching.  The  disease  runs  an  acute  course  of  a 
few  weeks'  duration. 

Ringworm. — The  scales  arc  dry  and  scant ;  they  are  asso- 
ciated with  circumscribed  red  patches  that  tend  to  disappear 
in  the  center.  There  is  often  marked  itching.  Microscopic 
examination  reveals  the  trichophyton. 

Ulcers. — Ulcers  are  observed  especially  in  the  following 
diseases  ; 

Syphilis. — The  ulcers  are  deep;  they  have  a  punched-out 
appearance ;  they  secrete  an  abundant  oftensive  material ; 
they  often  involve  the  bone ;  they  extend  rapidly  ;  they  arc 
not  pjiinfiil,  and  the  imperfect  cicatrix  which  they  produce 
is  soft.  The  historv*  and  other  eWdences  of  syphilis  will  aid 
in  the  diaj^nosis. 

Epithelioma. — This  appears  in  late  life  ;  there  is  usually  a 
single  center  of  ulceration  ;  the  ulcer  is  irregular  in  shape ; 
the  edges  are  thickened  and  infiltrated ;  the  secretion  is 
scanty  and  bloody ;  the  progress  is  somewhat  slow,  and 
there  is  often  pain. 

Lupus  Vulgaris. — This  generally  appears  in  early  life; 
there  are  often  several  centers  of  ulceration ;  the  ulcers  are 
usually  superficial ;  the  edges  arc  not  thickened  ;  the  prog- 
ress is  extremely  slow  ;  the  bones  are  never  involved  ;  there 
is  very  little  secretion,  and  soft  papules  often  develop  in  the 
cicatrix,  which  is  firm  and  contracted. 

Simple  ulcers  may  result  from  traumatism,  the  application 
of  caustics,  or  the  action  of  intense  heat  or  cold.  Ulcers  arc 
frequently  observed  on  the  legs  of  old  people  in  association 
with  varicose  veins.  Simple  ulcers  may  be  recognized  by 
Llic  histor>',  location,  appearance,  and  absence  of  other  causes. 
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Perforating  Ulcer  of  the  Foot. — This  term  is  applied  to  a 
deep-seated  ulcer  ai)peanng  on  tlie  sole  of  the  foot  and  most 
frequently  observed  in  ItKomotor  ataxia.  It  usually  begins 
as  a  com  in  the  nci^diborhood  of  the  great  toe.  and  is  gen- 
erally associated  with  anesthesia  of  the  sole  of  the  foot. 

Decubitus. — This  term  is  apphed  to  the  bed-sores  that 
form  after  the  occurrence  of  j|rave  cerebral  or  spinal  lesions. 
They  are  generally  observed  on  parts  that  arc  subjected  to 
pressure,  as  the  sacrum,  buttocks,  calves,  and  liccis,  and  are 
preceded  by  erythema  and  vesication. 


DISEASES  OF  THE  SWEAT-GLANDS. 

ANIDROSIS. 

Definition. — A  deficiency  of  sweat 

Etiology. — It  may  be  a  symptom  of  some  genera!  dis- 
ease, like  diabetes  or  Bright's  disease;  it  may  be  an  asso- 
ciated condition  in  certain  cutaneous  diseases,  such  as 
ichthyosis  or  psoriasis ;  and  it  may  develop  without  obvious 
exciting  cause  as  a  result  of  disturbed  innervation. 

Treatment. — Remedies  should  be  directed  to  the  pri- 
mary disease. 

HYPERIDROSIS. 

Definition. — Excessive  sweating. 

Etiology. — As  a  general  condition  it  is  often  observed 
in  phthisis  and  in  other  diseases  characterized  by  marked 
debility.  Local  hyperidrosis  is  most  frequently  observed  in 
the  hands,  feet,  and  axilla\  and  probably  results  from  somr 
derangement  of  the  sympathetic  ncr\'ous  system.  Unilateral 
sweating  of  the  face  may  indicate  an  aneurj'sm  or  tumor 
pressing  on  the  cervical  sympathetic. 

Symptoms. — The  primar)'  symptom  is  excessive  sweat- 
ing, and  this  often  leads  to  intertrigo  or  eczema  Hromi- 
drosis  is  often  associated  with  the  h)peridrosis. 
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Prognosis. — Guarded.  In  many  cases  the  condition  is 
very  obstinate. 

Treatment. — Frequently  there  is  an  evident  impairment 
of  the  general  liealth  that  will  require  appropriate  treatment. 
Internally,  one  of  the  following  remedies  may  be  employed 
to  diminish  the  amount  of  sweat :  belladonna,  picrotoxin, 
agaricin,  or  ergot. 

Local  Treatment. — Dusting-powders  of  starch,  talc,  or 
lycopodium  with  tannoform  or  boric  or  salicylic  acid;  or 
lotions  containing  sulphate  of  zinc,  tannic  acid,  or  alum  are 
often  ver>'  useful. 

Et.     Pulverift  mcidi  salicylici 

Pulveris  iinci  carbonati»  pnccipiUti 
Pulvcns  magnrsii  usta:    ...             AA  ,^tv 
PuUcris  aunyU      .            ...            .  ^xv 
Pulveris  taici Sxx. — M. 

SiG. — DusiinR-j^iowdcr.  (TIardawav.) 

In  hyperidrosis  of  the  feet  the  method  suggested  by 
Hebra  is  often  vcr)-^  cfiRcient.  The  feet  should  be  washed, 
thoroughly  dried,  and  then  carefully  enveloped  in  strips  of 
muslin  that  have  been  spread  with  diachylon  ointment.  The 
application  should  be  made  twice  daily.  In  the  dressing  no 
water  should  be  employed,  but  the  feet  must  be  carefully 
wiped  and  then  dusted  with  starch  or  lycopodium  before  the 
ointment  is  reapplied.  The  treatment  should  be  continued 
for  from  one  to  two  weeks,  after  which  the  feet  may  be 
washed  and  the  du.sting-powder  alone  used. 

BROMIDROSIS. 

lOsmidroBlB.) 

Definition. — A  functional  affection  characterized  by  the 
excretion  of  sweat  that  has  a  fetid  odor. 

Symptoms. — It  is  generally  local  and  often  confined  to 
the  leet ;  it  is  frequently  associated  with  hyperidrosis. 

Treatment. — Same  as  hyperidrosis. 

tCHROMIDROSIS. 
Definition. — A  functional  affection  characterized  by  the 
secretion  of  colored  sweat. 
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Symptoms. — The  parts  most  frequently  affected  are 
face  and  trunk  ;  the  most  common  colors  are  red  and  yellow. 
It  is  often  associated  witli  hyperidrosis. 

SUDAMEN. 

Definition. — A  cutaneous  afTcction,  characterized  by 

eruption  <»r  minute  vesicles,  resulting  from  the  retention 
sweat  in  llie  upper  layers  of  the  skin. 

Btiology. — It  is  often  observed  in  health  in  persons  wj 
pcrs[)irc  freely.     It  is  frequently   noted  in  febrile  disea: 
that   are   associated   with    sweating,   like    pneumonia    and 
typhoid  fever. 

Symptoms. — Minute,  irregular,  translucent  vesicles 
|)ear   on   the  surface.     They  are  not  surrounded  by  an   in" 
flammiitor)'  areola.     They  do  not  rupture,  but  dr>'  up  an^ 
are  followed  by  slight  desquamation. 

Treatment. — Tlie  afTection  has  little  significance, 
treatment  is  rarely  required. 


FUNCTIONAL  DISEASES  OF  THE  SEBACEOUI 
GLANDS. 

SEBORRHEA. 

I  Steorrhea. ' 

Definition. — A  functional  affection,  characterized  b>'  e3 
cessivc    secretion    of    sebaceous    material,    which    may 
normal  or  perverted. 

Etiology. — In  many  cases  the  cause  is  not  apparent. 
Often  the  disease  is  associated  with  impairment  of  the  gen- 
eral health.     By  snme  it  is  regarded  as  of  parasitic  origin. 

Varieties. — Scborrhrca  sicca  and  seborrhtca  oleosa. 

Seborrliae&  Sicca. — This  form  is  most  frequently  obsei 
on  the  scalp,  and  constitutes  what  is  popularly  termed  da\ 
drnff.     Examination  reveals  an  incrustation  composed   oi 
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thin,  ycllowish-gray.  prcasy  scales.  In  uncomplicated  cases 
the  skin  is  pale,  but  from  irritation  it  may  subsequently  be- 
come hyperemic  or  inflamctl.  When  allowed  to  continue, 
the  nutrition  of  llic  hair  is  interfered  with  and  baldness 
results. 

Oil  the  body  seborrhcea  sicca  appears  as  yellowish-gray, 
slightly  ele\'ated  patches  covered  with  greasy  scales.  The 
outlets  of  the  follicles  are  often  dilated.  There  is  generally 
more  or  less  redness  of  the  skin  from  h>'peremia  [seborrheal 
iczema). 

SeborrhoBa  Oleosa. — This  form  is  most  commonly  obser\ed 
on  the  face,  particularly  about  the  nose,  which  is  habitually 
bathed  in  an  oleaginous  material  that  has  exuded  from  the 
sebaceous  follicles.  From  irritation  the  parts  arc  often  red. 
The  condition  is  frequently  associated  with  seborrhoea  sicca, 
comedo,  and  acne. 

Diagnosis. — Eczema. — In  this  disease  the  skin  is  red  and 
thickened ;  there  is  marked  itching  ;  and  the  scales  are  not 
greasy. 

Psoriasis. — In  this  disease  the  scales  are  dry  and  pearly 
and  there  are  evidences  of  inflammation. 

Progrnosis. — Favorable  under  prolonged  and  judicious 
Irealnunt. 

Treatment. — The  general  health  may  be  impaired  ;  hence 
tonics,  like  iron,  strychnin,  and  cod-liver  oil,  arc  often  indi- 
cated. The  gastro-intestinal  tract  will  often  require  especial 
attention.  Constipation  should  be  relieved  by  diet,  enemas, 
or  mild  laxatives. 

Ijxal  Treatment. — Crusts  should  be  removed  by  applica- 
tions of  oil.  followed  by  shampooing  with  alcohol  and  green 
soap.  When  the  scalp  is  thoroughly  clean,  one  of  the  fol- 
lowing remedies  may  be  applied  :  sulphur,  mercury,  salicylic 
acid,  carbolic  acid,  or  resorcin. 

B-    CenealUr Xij 

Petroloii  liijuidi    ........  f^i] 

Aquae  Tos<x  ......  .  (gvij 

Sodii  Ixiratis         .  gt-  « 

Sulphun*  .  .    ^ij. — M. 

Fiat  ungutriilum 

Sio. — Apply  al  bedlime  for  severml  nights,  then  shampoo. 

31 
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Or: 


R.    Re»orcini 

Olci  ricini 


Spiritus  myrcue 
AIcoholi?>      .    . 


Sii;. 


lift  fgiij.— M. 

rUl  All  eye-dropper,  introduce  beiwccn  tbe  hair^,  and 
sequenily  rub  in  by  means  uf  .1  flannel  rag. 


Mild  cases  of  facial  seborrhea  often  yield  to  the  following 

ointment : 


H .     H  f drargyri  ammoniati 
Unguenti  aqu^  ros.x   . 
Sw. — A]:>piy  .il  hedlime. 


.   gr.  )i*-xxx 


COMEDO. 

Definition. — A  functional  disease  of  the  sebaceous  glands, 
characterized  by  the  retention  of  discolored  sebaceous  mate- 
rial in  the  distended  ducts  of  the  gland. 

Etiolog^y. — It  is  most  frequently  observed  in  young 
adults.  Debility,  gastro-intestinal  disorders,  anemia,  and 
lack  of  cleanliness  arc  predisposing:;  factors. 

Pathology. — The  material  in  the  ducts  is  composed  of 
sebum,  altered  epithelium,  and  pigment  matter  that  is  prob- 
ably derived  from  without.  Microscopic  examination  of  the 
material  often  reveals  a  mite, — the  Demotlex  foUiculorum ^ — 
but  its  presence  is  accidental  and  of  no  ctiolo^c  significance. 
Comedo  is  generally  associated  with  seborrhea. 

Symptoms. — The  disease  is  characterized  by  an  aggrega- 
tion of  minute  black  or  yellowish  spots  that  correspond  to 
the  outlets  of  the  sebaceous  glands.  The  lesion  is  often 
slightly  elevated,  and  when  the  skin  is  squeezed,  a  white, 
filiform  mass  exudes,  to  which  the  term  "  flesh-worm  "  has 
been  popularly  applied.  The  parts  most  commonly  affected 
are  the  face,  back,  and  ears.  The  condition  frequently  ex- 
cites an  inflammation  of  the  follicles,  hence  it  is  often  asso^ 
ciated  with  acne. 

Prognosis. — Favorable  under   persistent  and  judidoi 
treatment. 

Treatment. — .Anemia,  dyspepsia,  and  constipation  must" 
be  treated  b)-  a  careful  regulation  of  the  personal  hygiene 
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and  by  the  use  of  appropriate  remedies.     Tonics,  like  iron, 
quinin,  cod-liver  oil,  and  strj'chnin,  arc  often  indicated. 

ImcuI  Tnaitneni. — Large  plugs  may  be  pressed  out  by 
means  of  a  watch-key  or  a  special  instrument  for  the  pur- 
pose. Softening  and  removal  of  smaller  plugs  may  be 
hastened  by  the  application  of  cloths  wrung  out  in  very  hot 
water.  Kneading  and  the  appHcation  of  alcohol  and  green 
soap  will  also  assist  in  their  expulsion.  Mercury  and  sulphur 
are  useful  remedies. 


Hydrar^ri  chloridi  corrosivi 


Alcohol 

Aqtur  roftse  .... 

Siu. — Dab  GO  twice  daily 


.    .    .    gr.  IV 

■  -  ■  '3j 


MIUUM. 
( Orutum. ) 
definition. — An  affection  characterized  by  the  appear- 


k 

^^  ance  of  small,  pearly,  non-inllammatory  elevations,  which 
^H  result  from  the  accumulation  of  inspissated  sebum  in  ducts, 
^^   the  outlets  of  which  have  been  occluded. 

Symptoms. — It  is  generally  observed  about  the  face, 
and  consists  of  a  collection  of  small,  round,  pearly  eleva- 
tions, which  vary  in  size  from  a  pin-head  to  a  millet  seed. 
The  contents  of  the  distended  duct  cannot  be  squeezed  out 
until  an  opening  is. made,  and  thus  it  differs  from  comedo. 
It  is  frequently  associated  with  comedo  and  acne. 

Treatment. — Mild  sulphur  ointments  are  sometimes 
useful.  In  obstinate  cases  the  lesions  should  be  punctured, 
the  contents  squeezed  out,  and  the  interior  touched  with 
tincture  of  iodin. 

STEATOMA. 

(Wen.) 

Definition. — A  stcatoma.  or  wen.  is  a  c\'st  resulting 
from  the  retention  of  secretion  in  a  sebaceous  gland. 

Sjrmptoms. — One  or  more  rounded  or  oval  ele\^tions, 
var>'ing  in  size  from  a  {>ea  to  a  large  walnut,  slowly  appear 
on  the  scalp,  face,  or  back.     They  arc  painless,  rather  soft, 
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and  when  opened,  are  found  to  contain  a  yellowish-white, 
caseous  mass. 

Diagnosis. — Fatty  Tumors. —Fatty  tumors  are  rare  on 
the  scalp  ;  ihcy  are  frequently  lobulated  ;  they  have  a  dough] 
feel ;  and  are  not  so  movable  as  wens. 

Treatment. — The  sac  and  its  contents  should  be  care- 
fully dissected  out.  Simple  excision  and  evacuation  are 
always  followed  by  a  return  of  the  cyst. 


INFLAMMATORY   DISEASES  OF  THE  SKIN, 

ERYTHEMA  SIMPLEX. 

Definition. — Active  hyperemia  of  the  skin. 

Etiology- — It  may  result  from  exposure  to  heat  or  cold; 
from  traumatism  ;  or  from  the  application  of  some  irritating 
substance.  A  symptomatic  variety  is  frequently  observed  in 
gastric  irritation  and  systemic  diseases. 

Symptoms. — Diffuse  uniform  redness,  disappearing  on 
pressure.  ^\\^  uithaut  thickening  or  elevation  of  the  skin. 
When  it  is  marked,  there  may  be  slight  burning. 

Treatment.— Sedative  lotions  or  dusting-powders  suffice. 

ERYTHEMA  INTERTRIGO. 

(Chafing.) 

Definition. — Hyperemia  induced  by  the  attrition  of  op- 
posing surfaces  of  the  skin. 

Etiology. —  [l  is  common  in  children  and  in  fat  subjects. 
It  is  especially  noted  where  there  are  friction  and  perspira- 
tion, as  under  pendulous  mamma.',  between  the  upper  partsj 
of  the  thighs,  and  around  the  genitalia. 

Symptoms, — It  i.^  characterized  by  diffuse  redness,  and 
often  by  heat  and  moisture.  It  excites  a  burning  sensation. 
When  the  cause  is  continued,  it  may  result  in  dermatitis. 

Treatment.— After  bathing  the  parts  with  a  lotion  of 
boric  acid,  the  following  dusting-powder  may  be  used : 


B. 


ERYTHEMA   MVLTIFOHME. 

Piilveris  Cftntphora:  .    .        •    •        ■    -    •    3J 
Pulvcris  aDi/li 


485 


ERYTHEMA  NODOSUM, 
(^Dermatitis  Contusiformis.) 

Definition. — An  acute  inflammator)'  disease,  character-' 
ized  by  crops  of  lar^e,  bri^hl-rcd  nodes  that,  in  the  process  of 
evolution,  assume  different  colors,  as  in  the  fading  of  a  bruise. 

Btiology. — It  is  usually  seen  in  children.  It  is  fre- 
quently associated  with  rheumatic  and  digestive  disturbances. 

Symptoms. — There  is  a  sudden  eruption  of  bright-red 
nodes,  var)int;  in  size  from  a  pea  to  an  egg.  The  extremi- 
ties are  most  commonly  alifected.  The  advent  is  marked  by 
mahiisc,  headache,  slight  fever,  and  rheumatoid  pains.  At 
first  the  lesions  resemble  boils,  but,  unlike  the  latter,  they  do 
not  suppurate,  but  gradually  turn  yellow,  blue,  and  green,  as 
a  bruise. 

Prognosis.  —  Favorable.     Duration,  a  few  weeks. 

Treatment. — Saline  laxatives  and  sodium  salicylate  are 
recommended.  Locally,  a  lotion  of  lead-water  and  laudanum 
makes  a  soothing  application. 


ERYTHEMA  MULTIFORME. 

Definition. — ,\n  inflammatory  disease  characterized  by 
erythematous,  papular,  vesicular,  or  bullous  lesions. 

Etiology, — It  is  more  common  in  women  than  in  men. 
It  is  apt  to  develop  in  the  spring  or  fall.  Rheumatism  and 
gastro-intestinal  disturbances  seem  to  predispose. 

Symptoms. — It  is  marked  by  an  eruption,  usually  on 
the  extremities,  of  the  following  lesions :  macules,  jjapulcs. 
vesicles,  or  bulht.  The  lesions  may  aggregate  or  remain 
discrete ;  they  last  one  or  two  weeks  and  gradually  fade. 
There  is  little  or  no  itching.  In  some  cases  there  is  decided 
constitutional  disturbance,  manifested  by  malaise,  headache, 
slight  fever,  and  rheumatic  ]>ains. 

Diagnosis.  —  Dermatitis  Herpetiformis.  —  Tlie  marked 
itching,  the  greater  tendency  for  the  lesions  to  cluster,  and 
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the  chronic  character  of  dermatitis  herpetiformis  will  usually 
prevent  an  error  in  diagnosis. 

Urticaria. — In  this  disease  the  individual  lesions  last  a  very 
short  time  and  are  associated  with  marked  itching. 

Prognosis. — I'avorable.     Duration,  a  few  weeks. 

Treatment. — In  the  debilitated  iron  and  quinin  arc  use- 
ful. In  the  rheumatic,  the  salts  of  lithium  and  of  potassium 
may  be  employed.  Constipation  should  be  relieved  by 
sahne  laxatives.  Locally,  lotions  of  boric  or  carboUc  acid 
followed  by  dusting-irowders  exert  a  beneficial  effecL 


URTICARIA. 

(Hives;  Nettlerash.) 

Definition. — An  inflanmiatory  afiection  characterized  by 
the  eruption  of  pale-red,  evanescent  wheals  that  are  asso- 
ciated witli  severe  itching. 

Etiology. — Gastro-intcstinal  disturbances,  emotional  ex- 
citement, and  chronic  visceral  diseases  predispose.  In  some 
it  may  be  excited  by  certain  articles  of  food,  such  as  shell- 
fish, strawberries,  etc.  The  bites  of  certain  insects  produce 
the  disease,  such  as  mosquitos,  bedbugs,  and  caterpillars. 
Some  druijs  induce  urticaria  in  susceptible  people. 

Pathology. — The  disease  consists  in  a  vasomotor  spasm. 
followed  by  paresis  of  xessels  and  an  outpourinjj  of  serum. 

Symptoms. — There  is  a  sudden  general  eruption  of 
papules  or  wheals  that  is  associated  with  intense  itching. 
Each  lesion  lasts  a  few  hours  and  is  succeeded  by  new  ones 
in  other  y)laces. 

Varieties. — Urticaria  Papulosa. — In  this  form  the  wheal 
is  followed  by  a  lingering  papule  that  is  attended  by  con- 
siderable itching.     It  is  most  commonly  obser\'ed  in  children. 

Urticaria  Hsemorrha^ca. — The  lesions  are  infiltrated  with 
blood. 

Urticaria  Tuberosa  (Giant  Urticaria). — In  this  form  the 
wheals  may  reach  tlie  size  of  an  egg. 

Diagnosis. — Erythema  Multiforme  and  Erythema  Nodo- 
sum.— In  both  of  these  affections  the  lesions  last  much 
longer  and  are  free  from  itching. 


^ 
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Prog^nosis. — Favorable.  In  some  cases  it  tends  to  be- 
come chronic. 

Treatment. — The  cause  should  be  removed  when  possi- 
ble. In  gastric  irritation  bismuth  or  calomel  and  soda  are 
useful. 

When  there  is  constipation,  a  saline  laxative  may  prove 
very  cfRcient.  The  sjx^cial  remedies  usually  recommended 
are  alkalis,  sodium  salicylate,  quinin,  potassium  bromid, 
and  atropin. 

Locally,  lotions  of  water  and  alcohol,  carbohc  acid,  boric 
acid,  or  hydrocyanic  acid  are  vcr>'  useful : 

B-     Aciiii  carbulici H^j 

Glyccrini .    .  ^« 

AlcoholU  .  '        •    ■    ■  ^] 

Aquae     .    .  .    .    .    q.  *.  «(I  f^viij.— M. 


URTICARIA  PIGMENTOSA. 

This  is  a  form  of  urticaria  observed  in  young  children. 
It  is  characterized  by  an  eruption  of  wheals  that  arc  itchy 
and  persistent,  and  that  leave  behind  a  yellowish  or  brown- 
ish pigmentation.  The  disease  runs  a  chronic  course  of 
months  or  years. 


HERPES  SIMPLEX. 

iFeTer-blisters.) 

Definition. — An  acute,  non-contagious  disease,  charac- 
terized by  groups  of  small  vesicles  mounted  on  inflamma- 
tor\'  bases. 

Etiology, — Herpes  is  very  common  in  febrile  diseases, 
especially  pneumonia,  influenza,  malaria,  and  cerebrospinal 
meningitis.  Local  irritation  also  predisposes  to  it.  It  is  de- 
pendent upon  a  peripheral  toNic  neuritis. 

Sj^mptoms. — One  or  more  clusters  of  small  vesicles 
appear,  usually  on  the  face  or  genitalia.  The  ve.sicles  are 
mounted  on  an  inflammatory-  base,  contain  clear  fluid,  and 
show  no  tendency  to  rupture.  Soon  their  contents  become 
puriform,  dry  up,  and  form  reddish-brown  crusts  that  fall 


Treatment. — The  lesion  may  bcl 
collodion,  or  the  following  lotion  empl| 

B.     Ztnci  oxidi 

GlyccriDi 

Liquoris  pluiiibi  aubacelolik  diluj 

Liquortf  calcU  . 
Sio. — Apply  locftlty. 

HERPES  ZOS" 

(Zona;   Shinglea. : 
Definition. — An  acute  inflammatoi 
izcd  by  groups  of  small  vesicles  mountc 
bases,  associated  with  neuralgic  pain,  ai 
Iribution  of  certain  ner\'e-trunks.  ^ 

Btlology, — The  disease  commonly 
peripheral  neuritis.  Injur\',  exposure  t 
clothes  predispose  to  it. 

,  Symptoms. — Clusters  of  vesicles  mo 
tor>'  bases  may  appear  on  an)*  part  of  || 
are  most  frequentJy  observed  along  the' 
costal  nerves.  Only  one  side  is  aflfectei 
pain  precedes  and  accompanies  the  eruf 
the  vesicles  soon  becomes  turbid,  dries  up 
brown  crusts  which  fall  off  in  a  few  day^ 
Prognosis. — Favorable.  ) 

Treatment. — Tonics  arc  often  indi<| 
ommends  phosphidof 


HEkFES  /filS—ACNE. 


489 


carbolic  acid,  followed  by  a  dusting-powder  of  oxid  of  zinc 
or  starch. 

B  •    Morphinx  sulpholis S^-  'j 

fulveris  amyli 

Pulvehs  zinci  oxtdi  .....        Aft.  Jss. — M. 

HERPES  IRIS 

Definition. — An  inflammatory  disease,  characterized  by 
groups  of  vesicles  arranged  in  concentric  rings  that  present 
a  somewhat  variegated  appearance. 

Gtiolo£7* — The  causes  are  unknown.  The  disease  is 
rare. 

Symptoms. — One  or  more  rings  of  vesicles  successively 
appear  around  a  central  vesicle  or  papule.  The  diflerent 
ages  of  the  rings  that  compose  the  patch  impart  to  the  latter 
a  vari^ated  appearance.  Burning  and  itching  are  often 
attendant  symptoms.  The  hands,  arms,  and  feet  are  the 
parts  most  frequently  aflected.  The  lesions  appear  in  suc- 
cessive crops  over  a  period  of  several  weeks.  In  some  in- 
'stances  the  vesicles  are  quite  large  and  resemble  the  blebs 
of  f>emp!iigus. 

Prognosis. — Favorable,  but  recurrent  attacks  are  com- 
mon. 

Treatment. — The  same  as  in  herpes  zoster. 

ACNE. 

f^Acne  Vulgaris.^ 

Definition. — An  inflammator}-  disease  of  the  sebaceous 
[^glands,  characterized  by  papules  and  pustules  and  usually 
seated  on  the  face  or  back. 

Etiology. — It  generally  develops  about  puberty.  Anemia, 
menstrual  disorders,  and  gastro-intestinal  disturbances  pre- 
dispose. Certain  drugs,  like  iodid  and  bromid  of  potassium 
[and  copaiba,  may  induce  the  disease. 

Pathology. — Acne  lesions  result  from  the  irritation  ex- 
ited by  retained  sebaceous  matter,  hence  the  papules  and 
lustules  are  commonly  associated  with  blackheads,  or  come- 
(ones. 


reaches  the  papular  stage  and  advan 

Acne  PustuloBa. — In  this  variety  t 
pustules. 

Acne  Indurata. — The  inflammatio 
base  of  the  papule  or  pustule  is  firrr 
gish. 

Acne  Atrophica. — In  this  form  the 
small  scars  or  pits. 

Acne  Hypertrophica. — In  this  form 
of  connective  tissue  and  the  skin  bcc< 

Diag^nosis. — The  distribution,  th< 
the  afiection,  the  involvement  of  the 
the  association  witli  comedones  are  I 
which  separate  acne  from  all  other  an 

Prognosis. — Curable  under  persia 

Treatment. — The  general  hcaltl 
The  diet  should  be  nutritious,  but  e 
food  must  be  prohibited.  Constipatj 
by  mild  laxatives.  In  the  anemic 
quinin,  str^^hnin,  and  cod-liver  oil 
The  special  drugs  which  have  been  recj 
sulphur,  ergot,  and  calx  sulphurata.  | 
to  the  sluggish  indurated  forms;  and, 
i  grain  four  times  daily)  to  the  pustut 

I.iHti/   Tnatmeut. — In    the   acute  fl 
should  be  employed,  like  the  foUowit^ 

U .     Pulveris  /inci  uxiJL^_^._^^_^ 
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ing  with  very  hot  water  and  green  soap  is  a!so  advisable. 
The  best  local  remedies  are  sulphur,  mercur)',  and  resorcin. 

B-  Calcis 3ss 

Sulphurift  sublimdii  ^j 

Aqu*     ....  (5X.— M. 

boil  together  with  coiLstaiii  i^irriug  until  itie  mixture  ai( 

»ix  ounces  anU  then  hltcr. 
Sio. — Apply  at  6rst  well  diluted   iUid  gradually  increase   the 
jtreogih.  (Vlkmincicx.) 


Or 


Or: 


Or: 


B.    Sulpliuris  pnccii'tlatis SJ 

L'n^uenti  ftr|u.x-  rosw 

Petiolflti  liquidi M  ^iv. — M. 

Sic— Api^ly  nighi  and  moniiiig.  (Van  Harlingen.) 


B-    Mydrarg}-ri  ammoniali    .    .    . 

Ungucnti  aquie  n>He    .    .    ■ 
Sl<«. — U*«  D^ht  and  inonting. 

B-  llydrai^Ti  chloridi  corrosivi 
Tinctunx  bcnzoini  compu*il.i: 
Eniulsl  amygdal.T  aroanc    ■    . 

Sia.  — Use  locally. 


!^: 


xx>xl 


.  gr.anj 
:  §iv.-M. 


ACNE  ROSACEA. 

Definition. — A  chronic  afTcction,  usually  located  on  the 
face  in  the  region  of  the  nose,  and  characterized  by  marked 
hypen-'niia.  dilatation  of  the  vessels,  overgrowth  of  tissue. 
and  acne  lesions. 

Etiology. — Anemia,  menstrual  disorilers,  frastric  distur- 
bances, c.\posure  to  extremes  of  temjjerature,  and  intem- 
perance are  the  usual  predisposing  causes. 

Symptoms, — The  alTfected  area  is  of  a  deep-red  color; 
the  vessels  are  dilated;  the  skin  is  thickened  and  lumpy, 
and  arne  lesions  coexist.  In  advanced  cases  the  nose  may 
become  extremely  lartje  and  lobulated  (rhinophymaV 

Subjective  phenomena  arc  generally  absent. 

Diagnosis. — Lnptu  VtilgariB. — In  this  disease  there  are 
soft,  pale-red  papules,  ulceratifin,  cicatrization,  and  no  en- 
largement of  the  blood-vessels. 

Prognosis. — Unless  the  hypertrophy  is  marked,  the  dis- 
ease is  curable  under  protracted  treatment. 


FURUNCUL^ 

(BoU.) 

Definition. — An  acute  circumsc 
sebaceous  gland  or  hair-folIiclc.  usu 
pu  ration. 

Stiology. — Single  boils  are  gene 
tion.      Their  api>earance  in  crops  (f| 
indicative  of  impaired  health.     The 
into  the  skin  is  always  essential  to  the 

Diagnosis.  — Furuncles  must  be 
buncles ;  tlie  latter  arc  single.  large, 
mits.  anti  have  multiple  o|x*nings. 

Treatment. — In  furunculosisthcca 
for  and.  if  pt>ssible.  removed.  Tonica^ 
liver  oil.  and  hypophosphites  are  ofi 
sulphurata  (,-V^  Rrain  thrice  daily  a' 
proves  serviceable.  A  solution  of  bor 
sublimate  may  be  applied  locally 
sometimes  abort  them ; 


1 


B.    Ichthyol 

Unguonii  hydrargj-ri 
Extract!  l>rilMlonna;  . 

SiG. — Apply  locally  luid  innke  pre 
plmslCT. 


CARBUNCUL 


^ 
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Btlology- — Lowered  vitality  from  any  cause  predisposes. 
They  are  especially  comriuni  in  diabetes.  The  exciting  cause 
is  a  special  microbe. 

S3n3iptoms. — A  dark-red.  painful,  flattened  node  appears. 
surrounded  by  a  dusky-red  area  of  induration.  In  a  week 
or  ten  days  suppuration  begins,  and  the  contents  are  dis- 
charged through  several  orifices.  There  is  generally  marked 
constitutional  disturbance.  The  most  common  seats  arc  the 
nape  of  the  neck,  back,  and  buttocks. 

Prognosis. — Guardedly  favorable.  Death  is  not  an  in- 
frequent tcrmniation  in  the  old  and  debilitated. 

Treatment. — (ienerally  tonics,  like  quinin,  iron,  and 
whisky,  are  indicated.  Opium  may  be  required  to  relieve 
pain. 

Loiai  Trtiitment, — In  the  early  stage  they  may  be  aborted 
by  a  central  injection  of  lo  to  20  minims  of  a  5  or  10  per 
cent,  solution  of  carbolic  acid  in  glycerin  When  not  seen 
until  abortion  is  too  late,  firm  compression  may  be  made  by 
straps  applied  concentrically,  leaving  the  central  orifice  free 
for  the  discharge  of  sloughs ;  an  antiseptic  dressing  may  be 
applied  over  the  straps.  If  septicemic  symptoms  appear, 
recourse  must  be  had  to  deep  crucial  incisions  or  extirpation 
of  the  necrotic  tissue. 

PSOR1ASI& 

Definition.  — A  chronic  inflammatory  disease,  char- 
acterized by  red,  scaly,  sharply  circumscribed,  elevated 
lesions. 

Etiology* — Psoriasis  usually  develops  in  young  adults. 
Heredity,  the  gouty  diathesis,  pregnancy,  and  lactation  seem 
to  predispose.  It  is  as  common  in  the  robust  as  in  the  de- 
bilitated.    It  is  non-contagious. 

Pathology. — The  lesions  consist  of  a  marked  hyper- 
plasia of  the  rclc  mucosum.  thickening  of  the  homy  layer, 
and  round-cell  infiltration  of  the  corium. 

83miptonis. — Little  red  spots  appear  on  the  body  and 
gradually  grow  until  they  reach  the  size  of  a  dollar.  The 
lesions  are  of  a  dull  pink  or  red  color,  sharply  defined. 
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somewhat  elevated,  surrounded  by  healthy  skin,  and  covered 
with  abundant  dry.  pearly,  overlapping  scales.  These  scales 
are  readily  detached,  leaving  behind  a  dr>*,  slightly  excoriated 
surface.  The  lustons  may  be  uniformly  distnbutcd  over  the 
entire  body,  but  usually  the  extensor  surfaces  are  more 
affected;  a  symmetric  arrangement  is  often  observed.  Itch- 
ing is  shghtly  or  entirely  absent.  After  a  variable  lime  the 
center  of  the  patch  disappears  and  leaves  behind  a  spot  of 
healthy  skin  that  gradually  increases  until  no  trace  of  the 
lesion  remains.  The  disease  runs  a  protracted  course  of 
months  or  years,  improving  in  the  summer  and  growing 
worse  in  the  winter. 

Diagnosis. — Eczema. — In  this  disease  tlie  p>atches  are 
not  sharply  defined,  but  shade  oflT  gradually  into  the  sur- 
rounding skin  ;  there  is  marked  itching ;  there  is  usually  a 
decided  discharge,  and  healing  begins  at  the  peripherj'  in- 
stead of  at  the  center  as  in  psoriasis. 

Seborrhea.^ — In  this  affection  the  lesions  arc  usually  con- 
fined to  the  scalp  and  face,  while  psoriasis  is  general ;  the 
scales  are  gray  and  greasy ;  the  patches  are  not  circum- 
scribed and  lack  the  inflammatory  character  of  psoriasis. 

Papulosqiiamons  Syphilodenn. — The  history,  the  associated 
symptoms  of  syphilis,  the  coppery  color  of  the  lesions,  the 
scant  scaling,  the  special  tendency  to  involve  the  hands  and 
soles  will  render  the  diagnosis  apparent. 

Prognosis. — The  disease  disappears  under  treatment. 
but  relapse  generally  follows  after  a  longer  or  shorter  period. 

Treatment. — The  general  health  may  require  attention. 
In  the  gout>',  alkalis  arc  of  value;  and  in  the  anemic,  iron 
and  cod-Uver  oil  are  indicated.  Arsenic  is  often  of  consider- 
able value;  it  should  be  given  in  small  doses  cautiously 
increased.  lodid  of  potassium  (lo  to  20  grains  thrice  daily) 
is  sometimes  recommended. 

Local  Trftitmait. — The  scales  should  be  removed  by  alka- 
line baths  before  l<x:al  applications  are  made.  The  best  local 
remedies  are  tar.  oil  of  cade,  chr>'sarobin,  salicylic  acid, 
rcsorcin.  sulphur,  and  ammoniated  mercury.  Ointments  of 
chrysarobin  and  mercury  must  not  be  used  over  too  great 
an  area. 
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R.    Oleicadin .       fjtj 

Adipis ....   j5J.- 

Sl(*. — Apply  iiighi  and  morning. 


■M. 


K-    Cbrytarvbini •^\ 

Acid)  salicylici ^x.  x-xx 

.■Ethcri* f^j 

<>lci  ricini  W| ^ 

CoUodii     ...  ij.  >  ad  f^j. — M. 

Slti. — A(>ply  with  a  catndVhair  bru.sh  and  [>ain(  over  with  plain 
collodiun.  (SrtLWAcxjN.) 


ECZEMA. 

(Tetter.) 
■A  non-contagious  inflammatory  disease  of 


Definition 

'  the  skin,  characterized  by  nuiltifomi  lesions — erythema, 
papules,  vesicles,  pustules,  scales,  and  cru.sts — and  as.so- 
ciated  with  infiltration,  itching,  and  more  or  less  discharge. 

BtiolO£:y. — It  Is  most  common  in  the  young  and  in  the 
^H  aged.  Digestive  disturbances,  debility,  gout,  and  rheumatism 
^H  predispose  to  its  development.  It  may  be  due  to  external 
T^  irritants  like  cold,  heat,  the  rhus-plant,  hard  soaps,  certain 
dyes.  etc. 

Pathology. — The  lesions  consist  of  congestion,  with  a 
cellular  and  serous  infiltration  of  the  various  layers  of  the 
skin. 

Varieties. — Kczcma  er\'thematosum.  papulosum,  vesicu- 
losum.  pustulosum,  squamosum,  and  rubrum. 

Eczema  Erytheznatosnm. — This  form  con.si.sts  in  irregular 
patches  marked  by  swelling,  redness,  and  slight  scaling,  and 
accompanied  by  itching  and  burning.  The  most  common 
scat  is  the  face, 

Eczema  Papulosum. — In  this  form  there  is  a  close  aggrega- 
tion of  minute  acuminated  papules  accompanied  by  severe 
itching.  It  is  frequently  associated  with  the  vesicular  variety. 
The  most  common  seat  is  the  extremities. 

Eczema  Venculosum. — Tliis  consists  in  an  ill-defined  red 
patch  surmounted  bv  minute  vesicles,  and  accompanied  by 
intense  itching.  The  vesicles  soon  rupture  and  leave  a  raw, 
weeping  surface  that  becomes  more  or  less  covered  with 


rzema  Squamosum. — In  this  f< 
defined  red  patches  accompanied 
diflbrs  from  the  erythematous  (o 
scaling.     Its  most  common  seat  is' 

Wlien  there  is  a  marked  tenden 
//V/^.  this  form  is  termed  ivzcma 
a  tendency  to  the  formation  of 
termed  ccccma  vcrrucosum. 

Eczema  Rnbnun  (Eczema  Madida 
variety  and  is  recognized  by  a  rav 
more  or  less  covered  with  thick,  ye 
itching  may  be  severe.  In  children 
the  face,  and  in  old  people  on  the  c 

Diagnosis. — Scabies. — TJ le    h ist 
location  of  the  lesions — between 
under  the  mammx,  in  the  axilla; 
rows  will  indicate  scabies 

Psori&siB. — The  sharply  defined  d 
the  absence  of  marked  itching,  the 
and  the  predilection  for  exlensoi^ 
psoriasis.  I 

Acne  Rosacea. — The  presence  of  2^ 
and  of  dilated  blood-vessels  and  thi 
distinguish  acne  rosacea  from  cryth< 

Seborrhea. — The  greasy  scales  an< 
and  of  all  inflamMiat(jr\'  s\Tnptoms  i 

Sycoaia. — The  limitation 


IS* 

1 


¥ 
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Treatment. — Geucrai  Trcatmtnt. — The  health  must  be 
improved.  Tonics  arc  frequently  indicated.  In  strumous 
children  cod-Hver  oil  may  be  of  extreme  value.  Disturb- 
ances of  the  gastro-intcstinal  tract  are  frequently  present, 
and  will  require  appropriate  treatment.  In  the  gouty  and 
rheumatic  the  alkaline  mineral  waters,  colchicum,  and  the 
salts  of  lithium  are  indicated.  Constipation  must  always 
receive  attention.  Of  the  sjxjcial  internal  remedies,  arsenic 
is  the  most  important ;  it  is,  however,  indicated  only  in  the 
chronic  cases  in  which  bright  redness,  itching,  and  weeping 
arc  absent. 

ExUrnai  Trtattftent. — In  acute  cases  with  marked  inflam- 
matory symptoms,  soothing  applications  should  be  employed. 
A  saturated  solution  of  boric  acid  may  be  dabbed  on  for 
^\^  or  ten  minutes,  and  may  be  followed  by  zinc  ointment 
spread  on  lint ;  when  there  is  much  itching,  carbolic  acid  is 
^^    vcr>'  useful : 

^^^  B*    Acidi  caibt^licj 

W        IncF 


.iJ 


Glycerini f^ij 


Aqiuc 
Sic. — Apply  locally. 


r).  i.  a«l 


f^viij. — M, 


The  following  is  also  frequently  used : 

R.    ZiDci  oxidl 

FHilvcrifi  caluninse  ... 

Glyccrlcu 

Liquoris  calcis  .... 
Slo. — Shake  anci  apply  locajly. 


ftviii. — M, 


^Vl.j 


In  chronic  cases  crusts  and  scales  should  be  removed  by 
soap  and  water  or  by : 

B.    SaponUviridis  .  .    .        .    ^ij 

Alcoholis  ...  .    .   ^j. — M. 

Sic. — Apply  thoroughly  and  remove  niib  warm  watrr. 

The  best  external  applications  are  those  containing  salic>'lic 
add,  tar,  mercury,  and  resorcin  : 

B 


Or: 


UngucDti  ptcis  liquittae .'?)->] 

Ungurnti  linci  oiidi    ....      q.  \.  ad  ^j. — M. 
SiG. — A|>ply  twice  daily. 


B 


Ungucnii  linci  oxidi    . 


5j.— M. 


1% 
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UCHEN  RUBER,  UCHEN  PLANUS,  AND  UCHEN 
SCROFULOSIS. 

I/icben  Ruber. — This  is  an  extremely  rare  disease,  char- 
acterised by  the  eruption  of  small,  red,  glazed,  acuminated 
papules  that  show  no  tendency  to  coalesce,  and  that  are 
associated  witli  itching  and  failure  of  general  health.  The 
disease  runs  a  chronic  course,  aiid  may  prove  fatal  through 
exhaustion. 

I/ichen  Planus. — This  form  is  characterized  by  an  eru| 
ti^n  on  the  extremities  of  small,  red,  flat  papules  that  tend  to 
spread,  and,  by  coalescing,  form  dull-red,  irregular  patches. 
The  lesions  have  an  angular  outline,  are  slightly  umbilicated, 
and  at  first  have  a  smooth  and  shiny  appearance,  but  later 
arc  slightly  scaly.  There  is  more  or  less  itching,  but  no 
impairment  of  the  general  health.  As  the  old  lesions  disap*^ 
pear  new*  ones  take  their  place. 

Etiology. — Tiicsc  affections  are  most  frequently  observed 
in  poorly  nourished,  middle-aged  males. 

Treatment. — The   general   health  must  be  improved  by] 
good  food  and  such  tonics  as  iron,  strychnin,  and  cod-liver 
oil.     Arsenic  is  of  considerable  value.     Locally,  ointments 
of  tar  or  mcrcurj'^  are  useful. 

I/icben  Scrofulosis. — This  is  a  chronic  aflection  occur- 
ring chiefly  in  children  of  a  strumous  diathesis,  and  charac- 
terized by  small  pale-red  or  salmon-colored  scaly  papules. 
They  tend  to  form  in  groups,  and  are  most  fretjuently  ob- 
served on  the  trunk.  Itching  is  absent.  The  disease  runs 
a  chronic  course. 

Treatment. — Remedies  like  iron,  quinin.  and  cod-liver  oil 
are  indicated.  Hebra  recommends  the  last  remedy  as  a 
local  application. 

PRURIGO. 

Defiaitiou. —  A  chronic  inflammatory  disease,  character- 
ized by  a  general  eruption  of  minute,  discrete  papules,  ac- 
companied by  marked  itching. 

Etiology. — It  is  most  commonly  observed  in  the  poor 
and  ill-fed  of  Kurope.  It  develops  in  early  childhood  and 
persists  through  life. 
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SytUptOtUS. — An  eruption  of  small,  discrete,  deeply  sit- 
uated, palc-rcd  [)apules  appears  on  the  body,  esi)ecially  on 
llic  back  and  extensor  surfaces  of  the  extremities.  The  skin 
is  harsh,  dr>^  and  thickened,  and  covered  with  numerous 
scratcii-marks  induced  by  the  intense  itching. 

Prognosis. — Unfavorable;  it  u.sually  persists  through 
life. 

Treatment. — The  general  health  must  W\  improved  by 
good  food  and  the  use  of  nutrient  tonics  hke  iron  and  cod- 
liver  oil.  Frequent  bathing,  followed  by  ointments  of  tar, 
sulphur,  or  naphthol,  gives  relief, 

DERMATITIS  HERPETIFORMIS. 

(Herpes  Gestationis;  Duhrmg's  Disease.) 

Definition. — A  chronic  inflammalor\'  disease,  character- 
ized by  multiform  lesions  that  form  in  groups  and  are  as- 
sociated with  intense  itching. 

Btiology. — Women  arc  more  commonly  affected  than 
men.  Pregnancy,  lactation,  and  menstrual  disorders  seem 
to  exert  a  predisposing  influence. 

S3^niptoms. — Erythematous  Form. — This  is  characterized 
by  the  appearance,  in  crops,  of  erythematous  patches  that 
are  associated  with  considerable  itching. 

Papular  Form. — Groups  of  [Kipule.s  appear  in  crops  and 
are  frequently  associated  with  erythema,  vesicles,  and  scratch- 
marks. 

Vesiiular  Form. — Groups  of  irregularly  shaped  vesicles 
resembling  herjKs  appear  in  crops  and  are  often  assodated 
with  er>-thcma.  pustules,  and  scratch-marks. 

Pustular  Form. — This  resembles  the  former,  but  the  vesi- 
cles arc  replaced  by  pustules. 

Ihtiious  Form. — Large,  irregularly  shaped  blebs  appear  in 
crops  and  tend  to  group.  Vesicles  and  patches  of  er>'thcma 
are  also  frequently  present 

Mixi'd  Form. — Vesicles,  erythematous  patches,  pustules, 
papules,  and  blebs  appear  in  association,  come  out  in  crops, 
and  are  attended  with  intense  itching. 
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In  the  pustular,  bullous,  and  mixed  forms  there  may  be 
marked  constitutional  disturbances. 

Prognosis. — Guardedly  favorable.  The  disease  runs  a 
chronic  course.     Relapses  arc  ver>"  common. 

Treatment. — Tonics  are  generally  indicated.  Lotions 
of  boric  or  carbolic  acid  may  be  employed  to  allay  itcliing, 
and  may  be  followed  by  a  dustiiij^-powdcr. 

DERMATmS. 

Definition. — Inflammation  of  the  skin  resulting  from  the 
acdon  of  some  irritant. 

Dermatitis  Traumatica. — This  term  is  applied  to  in- 
flammation of  the  skin  resulting  from  traumatism. 

Treatment. — Tlie  removal  of  the  cause  and  the  application 
of  soothiuL^  remedies  will  usually  suffice. 

Dermatitis  Venenata. — This  term  is  applied  to  inflam- 
mation of  the  skin  resulting  from  the  application  of  vege- 
table, animal,  or  chemical  irritants.  Notable  examples  of 
this  form  i»f  dermatitis  are  observed  in  susceptible  people 
after  exposure  to  the  influence  of  poison-ivy  {Rhus  toxico^ 
iicndron)^  poison-oak  (Rhus  vcnt'fiaia\  or  poison-sumach 
[Rhus  (^h'trsilob(i). 

Symptoms  of  Bhus-poiaomng. — The  affection  resembles 
acute  eczema,  and  may  appear  in  a  ^o^w  hours  or  n<^>l  until 
the  lapse  of  several  days  after  exposure  to  the  plant.  It  is 
generally  obserx'ed  on  the  face  or  hands.  The  part  becomes 
red  and  swollen,  and  soon  minute  papules  and  vesicles  ap- 
pear. It  gives  rise  to  considerable  burning  and  itching.  As 
a  rule,  it  subsides  in  a  few  days,  but  in  patients  with  sensitive 
skin  it  may  linger  for  .several  weeks. 

Treatment. — The  part  should  first  be  bathed  wnth  Castile 
soap  and  tepid  water,  and  then  treated  with  some  sedative 
lotion  or  ointment.  Hlack  wash  may  be  dabbed  on,  and 
/.inc  ointment  subsequently  applied  ;  or  a  saturated  solution 
of  boric  acid  may  be  followed  by  zinc  ointment.  When 
there  is  marked  itching,  a  weak  solution  of  carbolic  acid  (i 
dram  to  i  pint)  is  useful.  The  fluid  extract  of  grindclia 
robusta  has  been  highly  recommended;  it  may  be  applied  in 
the  strength  of  an  ounce  to  a  pint  of  water. 


lyniiAfA  Tins. 


501 


^ 


Dermatitis  Calorica. — Tliis  term  is  applied  to  the  in- 
flammation of  the  skin  resulting  from  extreme  heat  or  cold. 
/V/7//>,  or  thMiihi,  is  cliaracterized  by  redness,  swelhng, 
intense  burning,  and  itching,  and  results  from  a  sudden 
change  from  a  low  temperature  to  a  high  temperature. 
Frosf-biW  is  characterized  by  congelation ;  tlie  part  is  of  a 
dull-white  color  and  is  anesthetic;  subsequently  inflamma- 
tion or  gangrene  develops. 

Burns  and  smlds  result  from  the  application  of  heat,  and 
are  divided  into  degrees  according  to  the  depth  to  which  the 
destructive  process  extends. 

Treatment. — In  pernio,  or  cluiblaut,  the  part  should  first 
be  rubbed  with  snow  or  bathed  in  ice-water  until  the  circula- 
tion is  reestablished  ;  and  then  an  application  made  of  nitrate 
of  silver  ^5  grains  to  the  ounce  of  distilled  water)  or  of 
tincture  of  iodin. 

In  superficial  durfts  or  soMs  one  of  the  following  remedies 
may  be  applied:  Phenol  sodique,  Carron  oil  (equal  parts  of 
hnseed  oil  and  lime-water),  powdered  bicarbonate  of  sodium, 
or: 

B-    Aci4i  carbolici 8'''*' 

Petrolati 3'j-— M, 

Sic. — SprcAi]  un  lin(  nnil  Api'ly  lo  ttie  wound. 

Dermatitis  Medicamentosa.— This  term  is  applied  to 
the  various  cutaneous  eruptions  that  follow  the  internal  use 
of  certain  drugs. 

Bi'iladonna  or  Atropin, — These  drugs  produce  a  diffuse 
er\thematous  rash  resembling  that  of  scarlet  fever,  but  it 
lacks  the  punctiform  character  of  the  latter.  It  usually  ap- 
pears on  the  face,  neck,  and  chest,  and  is  associated  with 
dr>Ticss  of  the  throat,  rapid  pulse,  and.  if  the  dose  has  been 
large,  dilated  pupils. 

Cuhebs. — This  drug  sometimes  produces  an  erythema  asso- 
ciates! with  minute  yxipules. 

t'of^aiha. — The  rash  may  be  macular,  papular,  or  like  that 
of  urticaria. 

Potassium  Bnwtui. — The  eruption  resembles  acne  and 
consists  of  papules  and  pustules. 

Foiassium  lodid. — The   eruption   may  be  er>'tlieraatous, 
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papular,  pustular,  urticarial,  or  purpuric.  The  most  common 
eruption  resembles  acne,  but  the  lesions  are  brij;ht-red  in 
color  and  widely  distributed  over  the  surface  of  the  body. 

Arsenic. — The  eruption  may  be  erythematous,  papular, 
vesicular,  or  pustular. 

Antipynn. — This  drug  not  infrequently  produces  a  wide- 
spread papular  eruption. 

Quinin. — The  rash  is  usually  er>thematous,  though  an 
urticarial  eruption  has  been  observed. 

Saiuyl  Compounds. — The  eruption  is  usually  erythematous 
or  urticarial. 

Borax. — This  drug  occasionally  produces  an  eruption  re- 
sembling psoriasis. 

Chloral, — The  eruption  is  usually  erythematous  or  urti- 
carial. 

Dermatitis  Exfoliativa. — This  is  a  rare  affection,  char- 
acterized by  diffuse  redness  of  the  skin,  high  fever  and  its 
associated  phenomena,  and  desquamation.  It  is  interesting 
from  its  close  resemblance  to  starlet  freer,  from  w hich  it 
may  be  distinguished  by  the  histor)'  and  the  absence  of  sore 
throat,  and  a  "  strawberry  "  tongue. 

ECTHYMA. 

Definitiotl. — An  infIamniator>  affection,  characterixed  hy 
the  appearance  of  discrete.  Hat  pustules^  which  var>'  in  size 
from  a  pea  to  a  five-cent  piece,  and  which  are  surrounded  by 
a  distinct  red  areola. 

Etiology. —  Male  sex,  middle  life,  bad  hygiene,  and  de- 
biht)'  arc  predisposing  factors. 

Sj^mptoms. — Flat,  yellow  pustules  appear  in  crops.  They 
are  surrounded  by  a  distinct  red  areola  and  soon  dry  up, 
forming  reddish-brown  crusts.  Slight  excoriation  and  pig- 
mentation sometimes  remain  after  the  separation  of  the 
crusts.     Subjective  phenomena  arc  usually  absent 

Diagnosis. — The  acute  course,  the  absence  of  ulcera- 
tion, and  the  absence  of  history  and  of  associated  symptoms 
of  syphilis  will  separate  it  from  the  pustular  syphilid. 

Impetigo. — In  this  affection  the  lesions  are  not  flat ;  they 
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are  not  distinctly  inflammatory ;  and  the  crusts  arc  light 
yellow,  not  reddish-brown.  Impetigo  occurs  most  frequently 
in  children,  who  may  be  quite  robust 

Prognosis. — Favorable. 

Treatment. — Constitutional  treatment  is  generally  re- 
quired. Such  tonics  as  iron,  quinin,  str>'chnin,and  cod-liver 
oil  are  often  indicated. 

Local  Treatment. — The  crusts  should  be  removed  and 
some  stimulating  ointment  applied,  as  the  following : 


iiydraryyii  ammuniati 
Ungucnti  xinci  oxicli 


gr.  X 


PEMPHIGUS. 

Definition. — A  non-contagious  inflammatory  disease, 
characterized  by  the  eruption  of  successive  crops  of  bullae 
or  blebs. 

Etiology. — Female  sex,  nen'ous  prostration,  heredity, 
and  ioiuiy  to  the  peripheral  nerves  are  predisposing  factors. 

Varieties. — Pemphigus  vulgaris  and  pemphigus  foliaceus, 

Pemphigus  Vulgaris. — This  form  usually  runs  a  chronic 
course,  and  is  characterized  by  successive  crops  of  blebs, 
varying  in  size  from  a  small  pea  to  a  larj:^e  walnut.  They 
are  thoroughly  distended  with  fluid,  which  is  at  first  clear, 
but  subsequently  turbid.  As  a  rule,  they  do  not  rupture, 
but  disappear  in  the  course  of  five  or  six  days,  their  contents 
being  gradually  absorbed.  After  absorption  a  thin  {)cllicle 
remains,  which  dries  and  is  subsequently  detached,  leaving 
behind  a  slightly  pigmented  spot.  No  part  of  the  body  is 
exempt;  and  as  one  set  of  blebs  disappears,  new  ones  rapidly 
develop,  and  so  the  disease  continues  for  many  years. 

In  severe  cases  there  may  be  considerable  itching  and 
burning  attending  the  eruption. 

Pemphigus  Foliaceus. — This  rare  and  grave  form  of  pem- 
phigus is  characterized  by  crops  of  blebs,  which  are  flaccid 
and  filled  with  a  turbid  fluid  almost  from  the  beginning. 
They  soon  rupture  and  form  thick  crusts,  which,  separating, 
leave  behind  red  weeping  surfaces.  The  crops  follow  each 
other  in  rapid  succession,  and  at  times  the  whole  body  may 
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be  covered  with  blebs  and  scabs.  The  disease  may  last 
several  years,  death  ultimately  resulting  from  exhaustion. 

Diagnosis. — Bnllons  Syphiloderm. — The  liistory ,  the  asso- 
ciated symptoms  of  syphilis,  the  thick,  yellow,  stratified 
crusts,  and  the  underlying  ulceration  will  serve  to  separate 
this  affection  from  pemphigus. 

Impetigo  Contagiosa. — The  acute  course,  the  contagious 
and  auto-inoculable  character  of  the  affection,  and  the  um- 
bilication  of  the  blebs  will  separate  impetigo  contagiosa  from 
pemphigus. 

Prognosis. — The  prognosis  should  be  guarded.  Pem- 
phigus vulgaris  runs  a  long  course  and  is  often  intractable. 
Pemphigus  foliaceus  often  proves  fatal  through  exhaustion. 

Treatment. — The  diet  should  be  nutritious,  but  care- 
fully adapted  to  tlie  stomach.  The  patient  should  be  placed 
under  the  best  hygienic  conditions.  Tonics,  like  iron,  quinin, 
phosphorus,  cod-liver  oil,  and  str\xhnin,  are  usually  indi- 
cated.    In  many  cases  arsenic  is  a  valuable  remedy. 

Local  Treatment. — The  blebs  may  be  punctured  and  sub- 
sequently dressed  with  zinc  ointment. 


IMPETIGO  CONTAGIOSA. 

Definition. — An  acute,  contagious,  inflammatory  disease, 
characterized  by  flat,  yellowish  blebs  that  dry  up  and  form 
thin,  yellow,  lamellated  crusts. 

etiology. — Its  exciting  cause  is  unknown.  It  is  most 
frequently  obsen'ed  in  debilitated  children. 

Symptoms. — The  eruption  is  most  frequently  observed 
on  the  face  and  extremities  ;  it  generally  appears  in  crops, 
and  is  at  first  vesicular.  The  vesicles  grow,  and  are  soon 
converted  into  flat,  umbilicated  pustules  which  vary  in  size 
from  a  i>ea  to  a  large  walnut.  They  have  a  slight  red 
areola.  Itching  is  slight  or  entirely  absent.  In  some  cases 
there  is  moderate  fever  with  its  associated  phenomena.  In  a 
few  days  the  blebs  dry  up  and  form  thin,  yellow,  lamellated 
crusts  that,  separating,  leave  a  slightly  exxoriated  surface. 
The  disease  is  contagious,  and  the  lesions  are  auto-inoculable. 

Diagnosis. — Eczema. — In  this  disease  the  pustules  are 
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fper,  more  confluent,  excite  intense  itchinjj.  and  are  asso- 
ciated with  inflaiiiniation  and  inl^ltration  of  the  surrounding 
skin. 

Prognosis. — Favorable.     It  terminates  spontaneously  in 

few  days  or  weeks. 

Treatment. — A  slight  stimulating  ointment  like  the  fol- 
lowing is  sometimes  useful : 

B.    Hydrai^n  ammoniati gr,  x-xx 

Adipis Jj. — M. 

Sio. — ^Apply  to  the  surface  after  rcmovAl  of  the  cruits. 


MILIARIA- 

(Prickly  Heat.) 

^finitiou. — A  mild  inflammatory  disease  of  the  sweat- 
glands,  chai-acterized  by  the  occurrence  of  minute  papules 
and  vesicles. 

Etiology. — Extreme  heat  is  the  principal  predisposing 
cause. 

Symptoms. — The  eruption  generally  appears  on  the 
trunk,  and  consists  of  minute,  closely  aggregated  red  papules 
or  clear  vesicles.  The  lesions  are  discrete,  and  excite  some 
burning  and  itching.  It  is  generally  associated  with  free 
perspiration. 

Diagnosis. — Eczema  papolosum  differs  from  miliaria  in 
that  llic  piipules  are  lar;^L'r.  appear  more  gradually,  disappear 
more  slowly,  and  excite  intense  itching. 

Iicsema  vesicniosuin  diflcrs  from  miliaria  in  that  the  vesicles 
are  large,  disappear  more  slowly,  show  a  tendency  to  break, 
and  arc  associated  with  marked  itching. 

Sudamen  differs  from  miliaria  in  that  it  lacks  all  inflamma- 
tory' charncteristics. 

Prognosis. — Favorable.  Obstinate  cases  may  persist  for 
several  weeks. 

Treatment. — The  general  health  may  require  attention. 
The  diet  should  be  tight  and  easily  assimilable.  Constipa- 
tion should  be  relieved  by  saline  laxatives.  Locally,  a  lotion 
of  boric  acid,  followed  by  a  simple  dusting-powder,  is  gen- 
■erally  all  that  is  required. 
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B-    Pulvcris  amyli Jvj 

21inci  oxidi giss 

Pulveris  camphur.u 3*** — ^• 

Sic. — Dusting-powder.  ( H ar  DaWAV  ) 


ALBINISM, 

Definition. — A  congenital  deficiency  of  pigment. 

Etiology. — Beyond  heredity,  no  cause  is  known.    Pai 
albinism  is  more  common  in  the  negro. 

Symptoms. — In  complete  albinism  the  skin  is  white  ;  th< 
hair  is  tliin.  soft.  anJ  very  light  in  color;  the  pupils  appear 
red,  the  eyes  are  ver>'  sensitive  to  light,  and  the  iris  and 
choroid  are  deficient  in  pigment. 


VITIUGO. 
(Leukoderma.) 

Definition. — An  acquired  cutaneous  affection,  charactei 
ized  by  milk-white  patches  that  are  surrounded  by  areas 
increased  pigmentation. 

Etiology. — Tiie  disease  seems  to  be  more  common 
the  tropics  and  in  the  colored  race.     The  condition  probably 
results  from  disturbed  innervation. 

Symptoms. — Milk-white  spots  appear  on  the  body  and 
grow  very  slowly ;  their  borders  usually  reveal  an  increase 
of  the  normal  pigment.  Apart  from  the  absence  of  pigmentj 
the  skin  is  normal. 

Diagnosis. — Morphea. — The  initial  hyperemia  an<l  the 
subsequent  atrophy  of  the  skin  will  serve  to  distinguish 
morphea  from  vitiligo. 

Anesthetic  Leprosy. — The  subjective  symptoms,  the  atrophy 
of  the  tissues,  and  the  ajiesthesia  will  separate  leprosy  froi 
vitiligo. 

Prognosis. — Unfavorable;  the  disease  usually  j>crst.st!l 
througli  life. 

Treatment.  ^Tonics  and  local  stimulants  may  be  Iriei 
Among  the  latter,  electricity,  blisters,  and   irritating   oint- 
ments have  been  recommended. 
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CANITIES. 

Definition.— Grayncss  of  the  hair. 

Etiolog^y. — Lncal  grayncss  may  be  congenital  or  result 
from  some  disturbance  of  innervation,  as  in  neuralgia  of  the 
supra-orbital  nerve.  As  a  general  condition  it  is  usually  an 
expression  of  senility,  although  it  occasionally  develops  very 
early  in  life.  Profound  emotional  disturbances  sometimes 
induce  an  abrupt  development  of  canities. 

Prognosis. —  I'he  condition  is  permanent,  and  treatment 
is  of  no  avail. 


ATROPHY  OF  THE  SKIN. 

Htiology. — Atrophy  uf  the  skin  occurs  under  several 
conditions.  A  local  atrophy  may  result  from  inflammation 
or  injur)'  of  a  ner\'e-trunk ;  in  these  cases  the  wrinkles  are 
absent,  the  skin  is  thin,  smooth,  and  shiny,  and  there  is  often 
intense  burning  in  the  part  (" glossy  skin  ").  Atrophy  is  also 
obscr\'ed  in  leprosy,  morphea,  and  scleroderma. 

Universal  atrophy  of  the  skin  results  from  senility,  and 
ver)'  rarely  as  an  idiopathic  condition.  Sometimes  the 
atrophy  occurs  in  lines  or  spots  (stria"  ct  macudr  atrophiae) 
as  an  idiopathic  condition,  or  as  the  result  of  stretching  the 
skin,  as  in  the  linctr  albicantcs  following  pregnancy. 


ATROPHY  OF  THE  HAIR. 

Etiologry. — Atrophy  of  the  hair  may  result  from  local 
diseases  that  interfere  uiUi  the  nutrition  of  the  scalp,  such 
as  seborrhea,  eczema,  rinj^worm,  etc. ,  or  it  ver>'  rarely  arises 
;is  an  idiojKitliic  condition  without  obxious  cause. 

Prognosis.— When  the  cause  can  be  ascertained  and  re- 
moved, the  prognosis  is  favorable. 

Treatment, — Local  diseases  will  require  appropriate 
treatment  The  general  health  should  be  improved.  Stimu- 
lating applications  of  mercury,  sulphur,  or  carbolic  add  arc 
sometimes  useful. 
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ATROPHY  OF  THE  NAILS 

Etiology. — Occasionally  the  condition  is  congenital, 
more  frequently  it  is  acquired,  and  results  from  injur>' 
disease  of  the  nerve-trunk;  from  some  general  disease,  li 
one  of  the  fevers,  syphilis,  or  cancer;  or  from  some  dise 
of  the  skin,  as  psoriasis  or  ringworm. 

Symptoms. — The  nails  lose  their  luster,  cease  to  gro 
and  become  opaque  and  brittle. 

Prognosis  and  Treatment.— Both  will  depend  on  tJic 
exciting  cause. 

ALOPEOA. 

(Baldness.) 

Ktiology. — (i)  Baldness  may  be  congenital;  in 
cases  it  is  usually  partial.  (2)  It  may  be  an  expression  o 
senility,  in  which  case  it  generally  begins  on  the  crown  or 
brow,  and  is  associated  with  more  or  less  atrophy  of  tl»e 
scalp.  (3)  It  may  occur  early  in  life,  as  an  idiopathic  affec- 
tion arising  without  obvious  cause.  (4)  It  njay  result  from 
general  diseases,  like  syphilis  and  the  fevers.  (5)  In  earl 
life  it  is  often  due  to  some  local  disease,  especial 
seborrhea. 

Prognosis. — In  congenital,  senile,  and  idiopathic  alopeci 
the  prognosis  is  unfavorable.  In  the  alopecia  of  gene 
diseases  the  prognosis  is  usually  faxorablc.  In  aIope< 
resulting  from  seborrhea  much  can  be  accomplished  by  per 
sistent  7^x\<\  judicious  treatment. 

Treatment. — The  general   health  should  be  improv 
Frequently  washing  the  head  with  warm  water  and  Casti 
soap  is  to  be  recommended.      One  of  the  following   lo 
stimulants  may  be  pre.scribcd:  Canlharides,  quinin,  alcoh 
capsicum,  sulphur,  or  carbolic  acid. 

B  ■    Tinctuac  conthnridis  .  ,    .    ,  l^j 

Acitii  carlwlici ■    •   5J 

Old  ricini 51** 

Spiritu-s  myrcia; 

Spiritus  lav&Qdulse      ......     fta  fjij. — M. 
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Or: 

B.    Tincturrc  cAntharidu:  ...  ...  f^ij 

Quininx  suli>hiLlis    ........    gr.  x 

Cjlycerini f^'J 

Olci  rosnuirini  gtt.  v 

Spiritu^  myrciii" <j.  »,  ad  (^v.— M. 

When  there  is  niucli  dandruff,  the  following  lotion  will  be 
found  useful : 

B.    Resorcini %<) 

Acidi  salicylici yr  >xx-3i 

( )iei  riciDi 05**"j 

Olci  brrEamo»tw  Qj 

AlcohoUs q.  s.  ad  fjvj.— M. 

(^SCHAMHKRG.) 

ALOPECIA  AREATA, 
(Alopecia  Circumscripta.) 

Definition. — Baldness  appearing  in  circumscribed  patches 
without  any  obvious  lesion  of  llic  skin. 

Etiology. — The  cause  is  unknown.  Some  regard  it  as  of 
parasitic  origin,  while  others  look  upon  it  as  a  neurosis.  It 
is  generally  observed  in  early  adult  life. 

Symptoms. — Tlie  disease  is  characterized  by  the  sudden 
or  gradual  appearance  of  circumscribed  round  patches  of 
baldness,  At  first  there  is  no  change  in  the  appearance  of  the 
skin,  hut  later  it  may  become  pale  and  atrophied.  Although 
the  scalp  is  the  most  frequent  seat,  it  occasionally  involves 
other  hairy  parts,  as  the  eyebrttws,  beard,  etc. 

Dia^OSis. — Eingwonn. — Ringworm  is  exceedingly  rare 
in  adults,  and  is  characterized  by  elevated  scaly  patches 
through  which  prt>jcct  dry,  brittle,  broken  hairs.  If  there 
should  be  any  doubt  in  the  diagnosis,  the  microscofx?  may 
be  employed  to  detect  the  trichophyton. 

Pro^OSis. — In  the  majority  of  cases  the  hair  returns 
under  prolonged  and  persistent  treatment.  The  older  the 
patient,  the  less  favorable  the  prognosis. 

Treatment, — General  tonics,  like  iron,  arsenic,  quinin, 
and  str>xhnin.  "are  usually  indicated.  The  local  treatment 
should  be  stimulating  and  consist  in  the  application  of 
blisters*  electricity,  friction,   rubefacient  liniments,  or  oint- 
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ments  containing  chiysarobin,  tar,  sulphur,  or  animoniatc* 
mercury. 


IjL.  Tinciurx  canthahdis 
Tincturse  capbici  .  . 
Olei  ricini     .... 


(5- 


Or: 


Spiritu^  ro6inarini fzij 

'^J  -M. 


Alcohuli!) 


%.    Bcta-napbthol 
PelrolaU   .    . 


SYCOSIS. 

(Simple  Sycosis;  Folliculitis  Barbs.) 

Defioitiou. — A  non-contagious  innamniatury  disease  of 

the  hair-follicles. 

Etiology. — The  alTcction  results  from  local  irritation  and 
the  L-nl  ranee  of  pyogenic  cocci. 

Symptoms. — The  disease  usually  manifests  itself  on  the 
bearded  region  of  the  face,  and  is  characterized  by  an  aggre- 
gation of  papules  and  pustules,  each  of  which  is  pierced  by 
a  hair.  When  the  lesions  are  discrete^  the  intervening  skin 
is  often  quite  healthy;  but  when  they  are  close  together,  it  is 
often  infiltrated  and  hypercmic.  During  the  papular  stage 
the  hairs  are  not  loose,  but  firmly  attached  ;  during  the  pu.s- 
tular  stage,  however,  they  can  be  readily  extracted.  Thci 
pustules  show  no  tendency  to  rupture,  but  dr\' to  yellowish- 
brown  crusts.  Acute  cases  arc  a.ssociatcd  with  more  or  less 
burning  and  itching.  If  the  disease  persists,  it  may  lead  to 
extreme  destruction  of  the  hair-follicles,  and,  as  a  conse- 
quence, to  permanent  alopecia. 

Diagnosis. — Eczema. — The  lesions  in  eczema  excite  sc-. 
vere  itching,  are  not  perforated  by  hairs,  and  are  not  confined 
to  the  hair)'  parts. 

Tinea  Sycosis,  or  Barber's  Itch. — The  affection  begins  as  a 
red,  scaly  patch,  and  is  followed  by  the  development  of  large, 
deeply  seated  tubercles.  The  hairs  soon  become  drj-,  brittle, 
and  broken  off,  and  can  easily  be  extracted.  In  doubtful 
cases  the  microscope  may  be  employed  for  the  detection  of 
the  trichophyton. 


POMP/KUAX. 


5" 


Prognosis. — The  disease  is  curable  under  prolonged 
and  judicious  treatment.  Relapses  are  very  prone  to 
occur. 

Treatment-— In  acute  cases  soothing  applications  are 
indicated;  thus  the  parts  may  be  dabbed  with  black  wash  or 
a  saturated  solution  of  boric  acid,  and  subsequently  spread 
with  oxid  of  zinc  ointment.  In  chronic  cases  the  crusts 
should  be  removed,  and  the  hairs  cut  close  or,  preferably, 
shaved.  It  is  advisable  to  puncture  the  pustules  and  to  ex- 
tract the  hairs,  so  as  to  preserve  the  follicles.  When  the  jiarts 
are  not  irritable,  stimulating  applications  arc  useful,  and  one 
of  the  following  may  be  selected ; 

B-    Sulphuru  pn«cipitati&       gr.  xxk-^isK 

Ungufnii  a'lurr  rosic "^  — M. 

Sic. — Apfily  twice  daily. 


B.    Ichthyol     .... 
PctroUti     .    .    .    , 
Slc,^A|jpiy  twice  daily. 


%. 


POMPHOLYX. 

(Dysldrosia.) 

Pompholyx  is  a  ver>'  rare  disease,  usually  obser\'ed  in 
those  who  [xrrspire  freely,  and  characterized  by  an  eruption 
of  deeply  seated  vesicles  that  resemble  sago-grains  imbedded 
in  the  skin.  The  vesicles  most  commonly  appear  on  the 
hands,  especially  between  the  fingers,  and  gradually  increase 
in  size  until  they  reach  the  dimensions  of  blebs.  They  show 
no  tendency  to  rupture,  but  dry  uji,  and  are  followed  by 
extensive  desquamation  of  the  cuticle.  The  eruption  often 
excites  considerable  )7ain  and  tenderness.  The  disease 
usually  disappears  in  the  course  of  a  few  weeks,  but  is 
prone  to  recur. 

Treatment. — General  tonics,  like  iron,  strychnin,  and 
arsenic,  arc  often  indicated.  Locally,  sedative  lotions  or 
ointments  should  be  employed. 
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LENTIGO. 

(JPreckle.) 

Definition, — A  dqjosition  of  pigment  in  the  form  of 
small,  irregularly  shaped  brownish  spots. 

Etiology- — Blondes  arc  more  subject  to  the  affection  than 
brunettes,  Exposure  to  the  sun's  rays  often  serves  as  an 
exciting  cause. 

S3rtnptoms. — Exposeti  parts — the  face,  shoulders,  arms. 
and  hands— are  mostly  affected  The  patches  vary  in  color 
from  yellow  to  dark  brown,  and  range  in  size  from  a  pin- 
head  to  a  pea. 

Prognosis. — Freckles  can  be  removed,  but  thty  always^ 
return. 

Treatment, — One  of  the  best  remedies  is  the  bichlorid 
of  mercury  in  solution  or  ointment 

B.    Hydrarg.  chlor.  corros.        ....  pr,  iv-viij 

AlcoholU  ct  aquR;    .  .    la  i^,  *.  ad  f^iv. — M. 

Siu. — Apply  twice  daily. 

CHLOASMA. 

Definition. — An  abnormal  deposition  of  pigment  in  tl 
form  of  large  brown  or  liver-colored  patches. 

Etiology. — It  may  result  from  the  application  of  external 
irritants ;  from  general  diseases  like  malaria  and  Addison's 
disease ;  or  from  affections  of  the  uterus,  as  pregnancy,] 
tumors,  etc. 

Symptoms. — The  affection  consists  in  the  appearance- 
cspecially  on  the  fice — of  large,  round,  or  irregularly  shaped 
brownish  or  blackish  patches.  Apart  from  the  discoloration 
the  skin  is  normal. 

Diagnosis. — In  leukoderma  the  periphery  of  the  patches] 
is  pigmented,  but  tlic  central  milk-white  appearance  is  not! 
seen  in  chloasma. 

Prognosis. — When  the  cause  can  be  removed,  the  prog- 
nosis is  favorable. 

Treatment. — \Vhpn  possible,  the  cause  should  be  re- 
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moved.     The  best  local  remedies  are  bichlorid  of  mercury 
and  sulphur. 

U..    tlydrargyri  chloridi  cono&ivi      ....    gr.  iij-xij 

Acidi  acclici  dUuti f^ij 

Sodii  bonlifi gr.  xl 

Aqua;  rosce q,  s.  ad  (517. — M. 

SlG. — Apply  ni^hi  and  morning.  (Hardy.) 

KERATOSIS  PILARIS. 
(Lichen  Pilaris.) 

Definition. — Small,  papular  elevations  resulting  from 
hypertrophy  of  the  epidermis  surrounding  the  outlets  of  the 
hair-follicles. 

biology. — It  generally  results  from  infrequent  bathing. 

Symptoms. — The  skin,  particularly  on  the  extensor  sur- 
faces of  tile  arms  and  legs,  is  the  seat  of  numerous  pin-head 
elevations  which  have  a  dirty-gray  color  and  are  pierced  by 
hairs.  It  may  excite  some  itching.  Generally  there  are  no 
evidences  of  inflammation,  but  sometimes  a  few  red  papules 
or  even  pustules  result  from  irritation. 

Diag^iosis. — In  cntis  anserina,  or  goose-flesh,  the  lesions 
are  transient  and  have  the  color  of  normal  skin. 

Prognosis. — Favorable. 

Treatment. — In  most  cases  nothing  will  be  required  be- 
yond frequent  bathing  with  soap,  followed  by  friction  of  the 
skin.  In  obstinate  cases  some  simple  ointment  may  be  ap- 
plied after  bathing. 


MOLLUSCUM  EPrrHFT.TAT.R 

(Mollnscum  Contagiosum ;  MoUascom  Sebaceum.) 

Definition. — A  cutaneous  aflection,  characterized  by  the 
apjx^arance  of  discrete,  wax-like  elevations  ranging  in  size 
from  a  pin-head  to  a  pea,  and  varying  in  color  from  white  to 
rose -pink. 

biology. — The  disease  is  generally  observed  in  children, 
and  frequently  affects  several  members  of  the  same  house- 
hold, school,  or  asylum.     It  is  probably  contagious. 
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Symptoms. — Small  wliitc  or  pale-pink,  wax-like  eleva- 
tions appear,  especially  on  the  face.  They  are  always  dis- 
crete and  rarely  abundant.  The  center  of  the  elevation  is 
deprL'ssL'd  arul  reveals  a  dark  spot  that  corresponds  to  the 
aperture  of  the  follicle.  At  first  the  lesions  arc  quite  firm, 
but  as  they  grow  old  they  become  soft.  When  firmly 
squeezed,  they  exude  a  soft,  cheesy  material.  After  rcmain- 
injj  for  several  weeks  they  break  down  or  undergo  slow 
absorption. 

Diagnosis. — The  color,  tlie  wax-like  appearance,  the 
unibilicatiun,  and  tlie  central  aperture  are  tlie  diaj;nostic 
features. 

Prog^nosis. — Favorable,  although  the  disease  may  run  a 
protracted  course  of  months  or  )*cars. 

Treatment. — General  tonics,  like  iron,  strychnin,  and 
arsenic,  arc  often  indicated.  The  lesions  should  be  incised, 
the  contents  expressed,  and  their  bases  touched  with  nitrate 
of  silver;  ointments  of  mercury  and  sulphur  have  also  been 
recommended. 

CALLOSITAS- 
(Oallus;  Keratoma;  Tylosis.) 

Definition. — A  thickened,  horny  condition  of  the  skin 
resulting  from  hypertrophy  of  the  corneous  layer  of  the 
epidermis. 

Etiology. — Constant  irritation  from  friction  or  pressure 
is  the  chief  cause;  hence  it  is  frequently  seen  on  the  feet 
from  the  rubbing  of  shoes,  and  on  the  hands  from  the  fric- 
tion of  tools. 

S3rmptom8. — The  condition  is  characterized  by  the  ap- 
pearance of  hard,  thickened,  grayish  masses,  which  gradually 
merge  into  healthy  skin.  The  soles  and  palms  arc  the  parts 
most  frequently  affected.  When  slight,  it  causes  little  incon- 
venience, but  occasionally  it  becomes  fissured  and  painful. 

Prog^nosis.  — It  yields  rapidly  to  treatment  when  the  cause 
is  removed. 

Treatment, — When  excessive,  the  parts  should  be  soaked 
and  the  thickened  epidermis  pared  ofiT.  One  of  ihc  best 
remedies  for  softening   the  homy  overgrowth  is  salicylic 
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add ;  it  may  be  applied  in  the  form  of  a  plaster  or  in  col- 
lodion. 

K.    Acidi  salicylic! ^j 

Olej  ricini T|l  x 

CoIIodii f^J— M. 

SlG. — Apply  night  and  morning. 

CLAVUS. 

(Com.) 

Definition. — Clavus  is  a  circumscribed  thickening  of  the 
epidermis  usually  appearing  on  the  feet. 

Btiolo^. — Corns  generally  result  from  the  friction  of 
ill-fitting  shoes. 

Symptoms.— Small,  circumscribcii,  horny  elevations  ap- 
(>ear  upon  the  feet  and  often  excite  severe  {lain.  When 
bathed  in  i>erspiration,  they  become  more  or  less  macerated, 
and  in  tiiis  condition  constitute  the  so-called  soft  corn. 

Treatment, — A  radical  cure  requires  the  use  of  well- 
fitting  shoes.  The  corns  may  be  removed  by  soaking, 
paring,  and  the  application  of  some  mild  caustic  like  salicylic 
acid. 

B-    Acidi  salicylic!     . gr.  xjut 

Tincturr  iodi X^x 

Kxtrncti  cannabis  indicjc gr.  x 

CoIIodii f|to.— M. 

Sio. — Ajiply  night  an<l  morning  for  several  oay&i  and  then  soak 
in  liiil  water. 


CORNU  CUTANEUM. 

(Cutaneous  Horn.) 

Definition. — A  circumscribed,  projecting  outgrowth  re- 
sulting from  hyfKTtrophy  of  the  epidermis. 

Symptoms. — Horns  generally  ap|x;ar  on  the  face,  scalp, 
or  |x:nis,  and  arc  usually  observed  in  the  old.  They  consist 
of  dry.  rough,  horny,  more  or  less  conic  projections,  which 
var\'  in  length  from  a  few  lines  to  several  inches. 

Prognosis. — Favorable. 

Treatment. — The  horn  should  be  excised  and  the  base 
subsequently  cauterized. 
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VERRUCA. 

(Wart.) 

Definition. ^A  wart  is  a  circumscribed  elevation  result- 
ing Ironi  hypertrnpiiy  of  the  papilla  and  epidermis. 

Etiology, — The  cause   is  obscure.      A  bacterial  origin 
has  been  suggested     They  arc  most  frequently  observed  ii 
children. 

Symptoms. —  PWr/ica  tmlgaris,  or  common  wart,  is  gen- 
erally observed  on  the  hands  of  children.  It  consists  o{  a 
firm,  circumscribed  elevation,  varying  in  size  from  a  millet- 
seed  to  a  pea, 

I'lrnua  plana,  or  flat  wart,  is  a  circumscribed,  flat,  pig- 
mented elevation  usually  observed  on  the  backs  of  old 
people. 

Vi-rrvca  FUiformis. — This  is  a  thread-like  overgrowth,  and 
is  generally  observed  on  the  soft  parts,  like  the  face  and 
neck. 

/  'crntca  Digitata. — This  form  is  made  up  of  numerous 
branches,  and  is  generally  observed  on  the  scalp. 

Vcmua  Acuminata^  or  Wtwreai  Wart. — This  appears  n 
groups  about  the  genitalia.  It  is  soft,  red  in  color,  and' 
highly  vascular.  It  may  be  dry  or  moist,  according  to  its 
location ;  the  latter  condition  often  gives  rise  to  a  peculiarly 
offensive  odor. 

Treatment. — Ordinary  warts  may  be  removed  by  ex- 
dsion,  caustics,  or  clectrolysi.s. 

Venereal  warts  should  be  bathed  in  some  antiseptic  solu- 
tion and  subsequently  dusted  with  calomel,  iodoform,  ofj 
boric  acid. 

NAEVUS  PIGMENTOSUS. 
(Mole.) 

Definition. — A  circumscribed  deposit  of  pigment,  usually 
assiiciatcd  with  hypertrophy  of  cutaneous  structures. 

Etiology. — Moles  are  usually  congenital. 

Symptoms. — The  neck,  face,  and  trunk  are  favorite 
localities.  The  nevi  vary  in  number  from  one  to  several 
hundred;   in  size,  from  a  millet-seed  to  a  filbert;  and  ii 
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from  yellow  to  black.  When  the  surface  is  smooth, 
the  growth  is  termed  nar^ms  spiius ;  when  the  surface  is  cov- 
ered with  hair,  it  is  termed  nctints  pilosus;  when  the  surface 
is  warty,  it  is  termed  tuin'us  vcrnicostts ;  and  when  there  is 
much  overgrowth  of  connective  tissue,  it  is  termed  mez'm 
lipoiiiatihits. 

Treatment. — They  may  be  removed  by  excision,  the 
application  of  caustics,  or  by  electrolysis. 


ICHTHYOSIS. 

(Fish-skin  Disease.) 

Definition. — A  chronic  affection,  characterized  by  dry- 
ness, thickening,  and  scaliness  of  the  epidermis. 

Btiology. — The  affection  is  often  hereditary,  and  is 
usually  detected  in  early  childhood. 

Symptoms. — The  skin  is  dry  and  harsh  ;  the  surface  is 
covered  with  adherent  polygonal  scales  ;  «ind  the  papillx*  are 
more  or  less  hypcrtrophied.  The  term  ichthyosis  hystrix  is 
applied  to  the  condition  when  there  is  excessive  hypertrophy 
of  the  papilla?.  The  extensor  surfaces  of  the  extremities 
are  the  parts  nn)st  invt)lved. 

Diagnosis. — The  absence  of  all  inflammator>'  symptoms 
will  separate  ichthj'osis  from  squamous  cczcvut  and  psoriasis. 

Prognosis. — The  disease  is  incurable,  but  the  patient 
can  bo  n'ndcrcd  comfortable  by  appropriate  treatment. 

Treatment. — The  scales  may  be  removed  by  alkaline 
baths  or  by  applications  of  green  soaj).  The  skin  may  be 
rendered  pliable  by  rubbing  in  some  simple  ointment 


B.    Salphuris  .   .    .    . 

Adipifl       .    .   .   . 

Sic— Rub  in  at  night. 


5J— M- 


(Unna.) 


ONYCHAUXIS. 

Onychauxis,  or  hypertrophy  of  the  nail,  may  be  con- 
genital, or  may  result  from  certain  skin  affections,  such  as 
ec7£ma,  ringworm,  or  syphilis ;  from  diseases  of  the  nCrves, 
as  neuritis;  or  from  traumatism. 


Sl8  mSEASES  OF  THE  SKIS'  AXD  ITS  APPENDAGES, 

HYPERTRICHOSIS. 

(Hirsuties.) 

Hypertrichosis,  or  hypertrophy  of  the  hair,  may  be  Ii 
or  general.  The  term  is  applied  not  only  to  an  excesf 
overgrowth  of  hair,  but  to  a  growtli  of  Iiair  in  unus 
locahties,  as  on  the  faces  of  young  women. 

Treatment. — The  hair  may  be  removed  temporarily  by 
shaving,  epilation,  or  depilatories.  Permanent  relief  can  b* 
accomplished  only  by  electrolysis. 

SCLERODERMA. 

(Sclerema;  Scleriasls.) 

Definition. — A  pigmented,  rigid,  indurated  condidon  ol 
the  skin,  occurring  in  circumscribed  patches  or  involving  tl 
entire  body. 

Etiology. — The  cause  is  unknown. 

Symptoms.^- The  affection  may  be  diffuse  or  involve 
cumscribed  |iatches.  It  may  appear  quite  suddenly,  or  de^ 
velop  very  gradually  in  the  course  of  months  or  years.  The 
skin  assumes  a  yellowish-brown  color,  becomes  rigid,  in- 
durated, and  hide-bound  ;  the  surface  is  unnaturally  dry 
smooth.  When  the  condition  is  advanced,  the  joints  becoi 
more  or  less  immobile. 

Prognosis. — Guarded.     It  often  recovers  spontancou* 
after  having  persisted  for  a  long  time.     In  other  cases  the 
process  may  spread  until  the  patient  becomes  almost  hclpl< 

Treatment. — Tonics,  like  iron,  arsenic,  and  cod-Hver 
are  often  indicated.     Locally,  massage,  friction,  electrical 
and  inunctions  are  recommended. 


MORPHEA. 
(Addison's  Keloid.) 

Definition. — A  cutaneous  affection,  characterized  by 
cumscribed.  rounded,  ivory-like  jiatches,  which  have  hy| 
emic  or  pigmented  borders. 

etiology. — The  cause  is  unknown.  Hy  many  it  is 
garded  as  a  circumscribed  fonn  of  scleroderma. 
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Symptoms. — The  lesions  usually  apjicar  upon  thctrunlc, 
and  consist  of  sharply  circumscribed  patches,  which  arc  at 
first  slightly  hyjxiremic.  The  surface  is  smooth  and  resistant 
to  the  touch.  As  the  patch  grows  old  its  center  becomes 
pale  and  ivory-like,  while  the  periphery  remains  hypercmic 
or  becomes  pigmented. 

Prognosis. — Guarded. 

Treatment. — The  same  as  scleroderma. 


ELEPHANTIASIS. 

(Elephajitiasis  Arabum ;  Elephantiasis  Pachydermia ;  Barbadoes 

Leg.) 

Definition. — Hypertrophy  of  the  skin  and  subcutaneous 
tissues,  usually  associated  with  lymphangitis,  edema,  and 
pi^icntation. 

Etiology, — While  elephantiasis  may  occur  in  any  part 
of  the  world,  it  is  far  more  common  in  the  tropics.  It  is 
most  fretiuently  observed  in  the  male  sex,  and  rarely  de- 
velops before  adult  life.  It  results  from  obstruction  of  the 
lymphatics,  and  the  most  common  cause  of  such  obstruction 
is  the  presence  of  a  parasite — Filaria  sanguinis  hominis. 

Pathology. — Examination  of  the  affected  tissues  reveals 
hypertrophy  of  the  connective  tissue,  edema,  and  inflamma- 
tion and  dilatiition  of  the  lymphatic  vessels. 

Symptoms. — It  usually  begins  with  recurring  attacks  of 
erysi|x:latoid  it^flammation.  The  part  is  red,  swollen,  and 
painful ;  the  lymphatics  may  be  traced  as  branching  red  lines 
beneath  tlie  skin;  and  with  these  local  phenomena  tliere  is 
more  or  less  fever.  After  each  attack  the  part  is  left  a  little 
enlarged,  until  finally  it  presents  the  following  characteristic 
appearance:  it  is  enormously  swollen  ;  the  skin  is  thickened, 
roughened,  and  pigmented  ;  and  the  papill.t  are  unusually 
prominent.  The  rcgi<^ns  generally  afiected  arc  the  legs  and 
genitals.  In  elephantiasis  of  the  scrotum  (lymph-sirotnm) 
the  hyi>ertrophied  mass  may  weigh  as  much  as  50  or  even 
100  pounds. 

Pro^osis. — In  the  early  stage  the  disease  may  be  ar- 
rested, but  when  fully  established,  it  is  incurable. 
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Treatment. — The  acute  inflammatory' attacks  should  be 
treated  by  rest  and  the  application  of  sedative  lotions,  like 
lead-water  and  laudanum.  Subsequently  mercurial  inunc- 
tions may  be  employed,  and  the  part  firmly  bandaged  with 
the  view  of  promoting  absoq^tion.  Amputation  may  be 
successfully  employed  in  lymph-scrotum.  In  elephantiasis 
of  the  limbs  ligation  of  the  main  artery  has  given  somewhat^ 
encouraging  success. 


DERMATOLYSIS 

(Pachydermatocele ;   Cutis  Pendula.) 

Definition. — A  circumscribed  h)'pertrophy  of  the 
and  subcutaneous  tissues  resulting  in  a  softened  and  pendl 
lous  condition  of  the  integument. 

Symptoms. — The  part  affected   is   thickened  and  pi| 
niented  ;  it  is  soft  and  fat-like  to  the  touch  ;  and  when  the 
condition  is  marked,  the  skin  hangs  in  folds.     The  regio 
generally  affected  are  the  shoulders,  anns,  back,  and  buttocl 

Treatment. — The  redundant  tissue  may  be  removed  by 
excision  or  electrolysis. 


KELOID. 
(Cheloid;  Kelis.) 

Definition. — A  new  growth  resulting  from  hypertro] 
of  the  connective  tissue  of  the  corium. 

Etiology. — It  generally  results  from  local  injur>\thou| 
it  is  claimed  that  it  may  arise  spontaneously.  Certain  fami- 
lies and  individuals  are  especially  predisposed.  It  is  more 
frequent  in  the  colored  race. 

S3rmptom8. — It  begins  as  a  pale-red  nodule,  which  slowly 
increases  in  size  and  sends  out  claw-like  processes.  From 
its  resemblance  to  a  crab  it  has  been  termed  keloid.  It  Is 
firm,  elastic,  slightly  elevated,  sharply  defined,  and  ranges 
in  size  from  a  small  bean  to  a  growth  as  large  as  the  hand. 
It  sometimes  excites  pain  and  itching,  but  generally  sub- 
jective phenomena  are  absent.  The  regions  most  frcquenili 
involved  are  the  chest  and  back. 
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Dia^^OSis. — Keloid  may  be  distinguished  from  a  hyper- 
trophied  scar  by  the  fact  that  the  latter  docs  not  extend  be- 
yond the  limits  of  the  injury. 

Prognosis. — The  growth  is  usually  permanent,  and  after 
removal  invariably  returns. 

Treatment. — It  may  be  removed  temporarily  by  excision, 
electrolysis,  or  caustic  pastes. 


I 


FIBROMA. 
(MolluBcum  Fibrosmn.) 

Definition.— A  circumscribed  overgrowth  derived  from 
Uje  subcutaneous  connective  tissue. 

Etiology. — Early  life  and  heredity  are  predisposing  fac- 
tors. 

Symptoms. — The  tumors  are  circumscribed;  painless; 
soft  or  firm ;  often  multiple ;  range  in  size  from  a  pea  to  a 
hen's  egg;  and  do  not  impair  the  general  health.  The  over- 
lying skin  may  be  normal  in  appearance  or  slightly  hyper- 
cmic. 

Prognosis. — They  are  permanent  and  treatment  is  rarely 
indicated. 

ANGIOMA. 
(Naevus  Vasculosus.) 

Definition. — A   new   growth,   composed   of  cavernous 

tissue  or  a  congeries  of  small  blood-vessels. 

Angioma  Cavemoauin. — This  form  is  congenital,  is  com- 
posed of  cavernous  tissue,  and  appears  as  a  circumscribed, 
elevated,  dark-red  tumor  that  ranges  in  size  from  a  pea  to 
one  as  large  as  the  hand.    It  is  often  lobulated  and  pulsating. 

Angioma  Simplex  (CapiUary  Kevtu ;  Port- wine  Marie). — This 
form  is  also  congenital,  and  is  composed  of  a  congeries  of 
capillaries.  It  is  non-elevated,  bright-red  or  puq^le-red  in 
color,  and  may  cover  an  area  of  several  inches.  It  is  gen- 
erally found  on  the  face,  and  constitutes  what  is  popularly 
termed  a  mother  &  mark. 

Telangiectaais. — This  form  is  acquired,  and  is  composed  of 
dilated  or  newly  developed  capillaries.    It  appears  as  a  bright- 
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red  dot  from  which  branch  dilated  capillaries.      It  is  fi 
quently  associated  with  acne  rosacea ;  it  is  also  common  in 
those  of  a  gouty  diathesis  and  in  those  much  exposed  tn  th^^ 
weather.  ^H 

Treatment. — Cavernous  angiomata  may  be  removed  by^^ 
ligation,  excision,  or  electrolysis.      Simple   angiomata   and 
telangiectasis  are  best  treated  by  electrolysis. 


XANTHOMA. 

(Vitiligoidea ;  Xanthelasma.) 

Definition. — A  circumscribed  connective-tissue  new 
growth  apjjearing  as  flat  patches  or  tubercles  of  a  yellowish 
color. 

Etiology. — Middle  life  and  female  sex  are  general  p 
disposing  factors.  Hepatic  disorders,  especially  obstructi 
jaundice,  seem  to  exert  a  decided  predisposing  influence 

Symptoms. — There  are  two  forms:  xanthoma  planum^ 
which  generally  appears  about  the  eyelids  and  consists  of 
smooth.  circumscrib<;d,  slightly  elevated,  buff-colored  patches 
and  xaathoiua  tuberosum^  which   may  appear  on  the  nee 
shoulders,  trunk,  or  extremities,  and  consists  of  small,  elasti 
and  )ellowish-colored  nodules. 

Treatment. — These  growths  may  be  removed  by 
cision^  electrolysis,  or  caustics. 

LUPUS  ERYTHEMATOSUS 
(SeboTThosa  CongestiTa.) 

Definition. — Lupus  erythematosus  is  a  new-growth 
suiting  from  a  cellular  infiltration  of  the  skin,  and  characte 
ized  by  circumscribed,  red   patches   that  are  more  or  1 
covered  with  yellowish-gray  adherent  scales. 

Etiology.^Middle  life  and  female  sex  are  predisposi 
factors.    It  frequently  arises  from  disorders  of  the  sebaceous 
glands,  as  sebnrrhca  or  acne. 

Pathology. — By  many  it  is  regarded  as  a  chronic  derm 
titis  which  originates  in  the  sebaceous  glands. 


LUPUS  EHYTUEMATOSUS, 
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Symptoms. — The  disease  usually  manifests  itself  on  the 
face,  in  the  rL«^»ion  of  the  nose,  and  appears  as  small,  red, 
slightly  elevated  papules,  which  are  more  or  less  scaly.  An 
er\'thematous  patch  is  gradually  formed  by  the  coalescence 
of  these  papules.  The  pcriphen*  of  tlic  patch  is  elevated  and 
sharply  defined,  while  the  center  is  depressed  and  atro|)hied. 
The  ducts  of  the  sebaceous  glands  are  dilated  and  often 
filled  with  sebum.  The  disease  spreads  ver^'  slowly,  shows 
no  tendency  to  ulceration,  and  rarely  excites  any  subjective 
symptoms. 

Diagnosis. — The  location,  the  sharply  defined  red  patch 
with  an  elevated  margin  and  depressed  center,  the  slif^ht 
scaliness,  the  dilated  sebaceous  ducts,  the  chronic  course, 
and  the  absence  of  ulceration  are  the  diagnostic  features. 

Lupus  Vulgaris. — This  affection  begins  earlier  in  life,  is 
characterized  by  tubercles  and  ulceration,  and  lacks  involve- 
ment of  the  sebaceous  glands. 

Prognosis. — Favorable  under  prolonged  and  judicious 
treatment. 

Treatment. — General  tonics,  like  iron»  arsenic,  phos- 
phorus, and  cod-liver  oil,  are  often  indicated. 

Local  Treatment. — In  many  cases  mild  applications  accom- 
plish the  most  good.  Much  benefit  is  often  derived  from 
washing  the  part  thoroughly  with  green  soap  and  alcohol 
for  a  few  days  and  then  applying  the  following  lotion  : 


B-     ^inci  aulphatis 

Po<kS5ii  «ulphidi 

Aquiv        

Alcoliolis         *$)— M 

Sto.— Shake  well,  dub  ihe  («rt5  for  liflccn  minulci  twice  daily, 
and  iiUow  lo  tiry  on.  {t)UHRIMi.1 


In  sluggish  cases  stimulating  applications  are  useful.    One 
like  the  following  may  l>e  selected : 


B>    Acidi  p>To^allici 
Pelmlati    .    .    . 
Sio.— Apply  locally 


(Kakisi) 


Treatment  by  the    r-ray  has  been  followed  by  excellent 
results  in  some  very  obstinate  cases. 
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LUPUS  VULGARIS. 
(Lupufi  ExedenB.) 

Definition. — A  local  manifestation  of  tuberculosis,  char- 
acterized by  soft  red  tubercles  that  usually  terminate  in 
ulceration  and  scarring. 

Etiology. — Early  life  and  female  sex  are  general  pre- 
disposing factors.  It  is  comparatively  rare  in  tlus  countr>', 
but  very  common  in  Austria  and  Germany.  The  exciting 
cause  is  the  tubercle  bacillus. 

Symptoms. — Lupus  vulgaris  most  frequently  manifests 
itself  on  the  face,  especially  near  the  nose.  It  begins  as 
minute,  deeply  seated,  reddish-brown  papules  which  grow 
very  slowly  until  they  reach  the  dimensions  of  tubercles. 
They  are  smooth,  quite  soft,  and  seldom  painful.  At  this 
stage  they  may  cither  undergo  slow  absorption  or,  which  is 
more  frequent,  break  down  and  leave  chronic  ulcers.  The 
ulcers  arc  shallow,  and  their  edges  arc  soft  and  red.  There 
is  very  little  discharge.  They  spread  slowly,  and  may  in- 
volve all  the  soft  parts,  but  the  bone  is  never  invaded. 
While  one  part  of  the  ulcer  is  spreading,  other  parts  are 
being  filled  with  shriveled  cicatricial  tissue  which  in  turn  is 
often  the  seat  of  new  tuberculous  nodules. 

Diagnosis.  ^Epithelioma. — Epithelioma  is  a  disease  of 
advanced  lilc  ;  it  begins  as  a  firm,  wax-like  nodule;  the 
resulting  ulcer  starts  from  a  single  point;  its  borders  are 
distinctly  elevated  and  hard ;  it  secretes  a  blood-streaked 
fluid  ;  and  it  is  often  painful. 

Syphilis. — The  age,  histor}'.  associated  evidences  of  syph- 
ilis, the  rapid  course,  the  deep  ulcers,  the  abundant  offensive 
discharge,  and  later  the  involvement  of  the  bones,  arc  the 
diagnostic  features. 

Prognosis. — Very  guarded.  Its  removal  is  often  fol- 
lowetl  by  relapse. 

Treatment. — General  tonics,  like  iron,  arsenic,  phos- 
phorus, and  cod-liver  oil,  are  usually  indicated. 

Local  Treatment, — The  growth  may  be  removed  by  cauteri- 
zation, cureting,  excision,  or  electrolysis.  One  of  the  fol- 
lowing caustic  applications  may  be  employed ; 


4 
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S2S 


R. 


Acidi  wlicylici 
CoUodii     .    .    . 


B.*    Acidt  pyrogallici      .    . 
Vasclini  ccrali  resinae  . 


5')-'>j 

flA  q.  s.  ad  Jj. — M. 

(Stelwagon.) 


Often  the  best  results  are  obtained  by  cureting  and  sub- 
sequently applying  caustics. 

Both  phototherapy  and  .t-ray  therapy  have  also  been  used 
with  considerable  success  in  the  treatment  of  lupus. 


SYPHILIS  CUTANEA. 

The  secondary  syttif»toms  appear  between  the  first  and  the 
fourth  month  following  the  chancre,  and  are  characterized 
by  a  symmetric  arrangement,  a  copper)'  color,  polymorphism 
(many  forms  at  the  same  time),  and  an  absence  of  itching. 
They  are  usually  associated  with  certain  general  symptoms, 
such  as  sore  throat,  pain  in  the  bones,  loss  of  hair,  enlarge- 
ment of  the  lymphatic  glands,  and  failure  of  health. 

The  tertiary  symptoms  appear  in  from  six  months  to  sev- 
eral years  after  the  primary  sore.  They  are,  as  a  rule, 
localized,  are  tubercular,  gummatous,  or  ulcerative  in  form, 
and  tend  to  group. 

Macalar  Syphiloderm. — This  is  a  secondary*  manifesta- 
tion, and  consists  in  a  general  eruption  of  dark-red  macules, 
varying  in  size  from  a  millet-seed  to  a  ten-cent  piece. 

Diagnosis. — Measles. — The  absence  of  fever,  of  catarrh,  of 
a  crescentic  arrangement,  together  with  the  history,  will  pre- 
vent an  error  in  diagnosis. 

Paptilar  Syphilodenn. — This  may  be  an  early  or  late 
manifestation,  and  is  characterized  by  a  general  eruption  of 
large  or  small,  dull-red  papules.  A  few  pustules  are  also 
frequently  present.  It  pursues  a  chronic  course,  finally  dis- 
appearing by  desquamation,  and  leaving  behind  slight  pig- 
mentation 

Diagnosis. — The  histor>'.  distribution,  dark  color,  and  the 
presence  of  pustules  will  separate  it  from  keratosis  pilaris, 
papular  eczema,  and  lichen  ruber. 
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Tuberculous  Syphiloderm. — A  late  manifestation,  char- 
acterized by  a  localized  eruption  of  ilark-rcd,  slimy  papules 
varying  in  size  from  a  pea  to  a  large  bean.  Uy  some  these 
tubercles  are  regarded  as  gummatous  in  character.  They 
pursue  a  chronic  course  and  finally  disap|>car  by  absorption 
or  ulceration.  The  ulcers  thus  formed,  when  single,  are 
rouiul,  punched  out,  and  frequently  covered  witli  crusts; 
when  they  coalesce,  they  form  a  serpiginous  sore  that  pours 
forth  a  thick  yellowish  discharge. 

Diagnosis. — Lupus  Vuigaris. — This  occurs  in  earlier  Hfc; 
it  pursues  an  extremely  chronic  course;  the  ulcer  is  super- 
ficial ;  the  tubercles  are  soft,  and  frequently  redevelop  in  the 
scar  tissue ;  the  secretion  is  scant ;  and  the  bone  is  never 
involved. 

Epithelioma. — In  this  affection  the  progress  is  slower; 
there  is  only  one  point  of  ulceration;  the  secretion  is  scanty; 
and  the  border  is  m;irkedly  infiltrated. 

Bullous  Syphiloderm. — This  is  a  late  manifestation. 
and  is  characterized  by  an  eruption  of  uell-fillcd  blebs  var>ing 
in  size  from  a  coffee-bean  to  a  walnut.  The  contents  of  the 
blebs  are  puriform.  They  subsequently  form  dark,  com'c, 
stratified  crusts  under  which  are  ulcers  pouring  forth  a  thick, 
purulent  fluid. 

Diagnosis. — Pimphigus. — The  history,  the  concomitant 
symptoms  of  s\philis,  and  thick,  greenish  crusts  will  serve 
to  distinguish  s\philis  from  j>emphigus. 

Gummatous  Sjrphiloderm. — This  appears  as  a  firm. 
circumscribed  nodule  that  gradually  turns  red  and  softens. 
It  ma)'  disapjjear  by  absorption,  or  break  down  and  leave  a 
deep,  punched-out  ulcer. 

Moist  Papules  (Mucous  Patches). — These  consist  in 
soft  flat  papules  covered  with  an  offensive,  grayish  secretion. 
Heat  and  moisture  favor  their  development,  so  that  their 
favorite  seats  are  around  the  arms,  tlie  genitalia,  the  mouth, 
and  in  women  under  the  mamma.'. 

Papulosquamous  Syphiloderm, — This  may  he  an 
early  or  late  manifestation,  anti  is  characterized  by  a  general 
eruption  of  small  papules  that  are  more  or  less  scaly,  so  as 
to  resemble  psoriasis. 
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li  Diagnosis. —The  history,  the  slight  scaling,  the  dirty-gray 

color  of  the  scales,  the  dark-red  color  of  the  lesions,  the 
especial  tendency  to  involve  the  palms  and  soles,  will  serve 
to  distinL;tiish  s)  philis  from  psoriasis. 

I  Squamous  Bczema. — In  this  affection  the  distribution. 

I        the  infiltration  of  the  skin,  and  die  marked  itching  will  lead 

I         to  a  correct  diagnosis. 

Annular  Syphiloderm. — In  this  form  the  lesions  con- 

I         sist  of  circles  or  semicircles  of  sniiill,  dark-red  papules. 

!  Pustular   Syphiloderm. —  lliis    form    usually  appears 

within  the  first  year,  and  is  characterized  by  a  general  erup- 
tion of  small  or  large,  acuminated  or  flat  pustules  that 
finally  dry  up  and  form  yclIowish-brown  crusts.  Large 
lesions  leave  superficial  ulcers.  The  term  nipia  is  applied 
to  large,  conic,  stratified  crusts  that  rest  loosely  on  the  ulcer- 
atiniT  basis. 

I  Dlagnosia. —  Variola. — Absence  of  syphilitic    history,  the 

shot-like  feel»  the  umbilication,  the  itching,  the  high  fever, 
and  the  acute  course  will  separate  variola  from  syphilis. 
Acne. — This  is  usually  limited  to  the  face  and  shoulders ; 

'         there  is.no  history  of  syphilis  or  concomitant  symptoms  of 

I        tliat  affection. 

Treatment. — The  internal  treatment  consists  in  the  admin- 
istration of  iodid  of  potassium,  mercurials,  and  tonics. 

y^^i  B-    Hydnirgyri  i:>didt    .    .        ^.  j 

^^H  Pota&sii  iodidi ^jv 

^^^^^^^  Syrupt  sar^apaiillse  compositi 

^^^^^ft  ^^^ AA  riij.— M. 

^^^^^V  Sic. — Teaspoonful  rhree  times  a  day  after  mcnls. 

P  (R.  W.  Taylor.) 

LOr: 

^^K  S .    Hydr&rgyri  protiodidi gr.  v-x 

^^^^^^  Fianl  pilubr  No. 

^^^^^^  Sii;.— One  morning  and  evening.  (Hardaway.) 

5  Local  Treaiment. — Papular  eruptions  may  be  washed  with 

1         mercurial    lotions ;    mucous    patches   may  he   dusted    with 
I        calomel ;  ulcers  may  be  dressed  with  iodofonn. 
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LEPROSY. 

(Lepra;  Elephantiasis  Onecontm.) 

Definition. — A  chronic  contagious  disease,  excited 
the   bacillus   of  leprosy,  and  characterized   by   tubercular 
formations,  ulcerations,  atrophy,  disturbances  of  sensation, 
and  an  increase  or  decrease  of  pigment. 

Stiology. — The  disease  is  contagious,  but  direct  inocula- 
tion is  essential  to  its  transmission.     It  seems  to  be  moti^_ 
common  in  hot  climates.     The  exciting  cause  is  the  Hacillu^| 
lepr.x,  which  closely  resembles  the  tubercle  bacillus. 

Varieties. — Tliere  are  two  varieties  :  tubercular  leprosy 
and  anesthetic  leprosy ;  but  the  two  forms  arc  often  as; 
ciated  in  the  same  patient. 

S3nnptonis. — Certain  prodromes  may  precede  the  out 
break  of  the  disease,  such  as  malaise,  headache,  chilliness, 
depression   of  spirits,  and   numbness  in   the   parts   to   be 
affected. 

Tubercular  Leprosy.— \i\  this  form  spots  of  erythema  ap- 
pear on  the  body ;  they  soon  become  pigmented  and  hyper- 
esthetic,  and  develop  into  tubercles  var>'ing  in  size  from 
pea  to  a  walnut.  The  face,  extremities,  and  genitals  are  th< 
parts  most  commonly  affected,  but  occasionally  the  mucou! 
membranes,  especially  of  the  nose  and  throat,  are  invaded' 
Ultimately  the  tubercles  may  break  down  and  leave  super- 
ficial indolent  ulcers.  In  some  cases  a  bullous  eruption 
appears  from  time  to  time.  The  hair,  eyebrows,  and  eye- 
lashes fall  out,  the  eyes  become  inflamed,  the  features  dis- 
torted, and  the  voice  husky.  The  disease  may  last  many 
years,  death  finally  resulting  from  exhaustion  or  some  inter- 
current disease. 

Amstketic  Leprosy. — In  this  form  the  peripheral  nerv 
are  invaded  by  the  Bacillus  leprae.     The  outbreak  may 
preceded  by  numbness,  itching,  or  lancinating  i>ains.    The* 
symptoms    are   followed    by   the  appearance  of  discolored 
spots,  which  are  at  first  associated  with  hyperesthesia,  but 
later  more  or  less  anesthesia  dexelops.     The  skin  and  it^H 
appendages  atrophy,  the  bones  undergo  necrosis,  and  tlte^ 
phalanges  drop  off  one  by  one.    In  some  cases  (lepra  alba) 
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the  skin  is  not  only  anesthetic,  but  distinctly  white.  Finally, 
when  the  nerves  arc  more  or  less  destroyed,  paralysis  results. 
The  duration  is  many  years. 

Prognosis. —  Unfavoniblc.  A  cure  is  practically  impos- 
sible, lliDuyh  the  prot^ress  of  the  disease  may  be  stayed  by 
appropriate  treatment. 

Treatment. — SuflTcrers  should  be  isolated.  Tonics  arc 
usually  indicated.  Chaulmoogra  oil  and  gurjun  oil,  inter- 
nally and  externally,  have  been  highly  recommended.  Ex- 
ternally, clirysarobin.  ichthyol,  or  resorcin  may  be  applied 
to  the  affected  parts. 


EPITHELIOMA. 
(8kin  Cancer.) 
Etiology. — I-ate  life,  heredity,  and  local  irritation  are  the 


^Pprcdis|i<>siiiL;  factors. 

Varieties. — Superficial,  dccp-scatcd.  and  jiapillomatous. 

Superficial  Epithelioma  (Rodent  Ulcer). — This  form  usually 

begins    as   a    firm,   circumscribed,  reddish-yellow,  wax-like 

•  papule.  After  the  lapse  of  several  months  or  years  the 
piipule  becomes  scaly,  and  the  removal  of  the  scales  is  fol- 
Imved  by  a  slight  excoriation,  which  in  turn  becomes  covered 
with  a  slight,  reddish-brown  crust.  The  latter  tends  to 
adhere,  and  its  repeated  removal  is  followed  by  a  raw  surface, 
which  is  gradually  converted  into  an  ulcer.  The  ulcer  has 
a  prominent  indurated  margin;  its  outline  is  irregular;  its 
base  is  uneven  and  gla/cd  ;  and  it  exudes  a  sanious,  viscid 
excretion.  It  is  not  jiainful ;  it  does  not  lead  to  enlargement 
of  the  neighboring  lymphatic  glands ;  nor  docs  it  cause  im- 
pairment of  the  general  health.  It  spreads  very  slowly,  and 
sometimes  becomes  stationary  or  actually  heals.  More  fre- 
|ucntly  the  ulceration  continues  until  it  involves  all  the 
Issues  of  the  part,  even  the  bones.  The  ulcer  generally 
ippears  on  the  face,  and  in  its  advance  it  may  destroy  the 
lose,  eyes,  or  a  large  portion  of  the  cranial  bones. 

Deep-seated  Epithelioma. — This  variety  may  begin  as  a 
Icep-scated,  red,  shiny  tubercle,  or  it  may  develop  from  the 
superficial  form.    The  ulcer  which  is  ultimately  formed  is 

»4 
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deep;  its  base  is  jjranular;  its  edges  are  everted,  indurate 
and  of  a  reddish-purple  color;  it  secretes  a  bloud-staim 
yellow  fluid ;  it  is  the  seat  of  lancinating  pain  ;  it  causes 
lar^^ement  of  the  neighboring  glands;  and  it  sooner  or  lat 
induces  the  cancerous  cachexia,      DeatJi  may  result  froi 
exhaustion,  or,  more  rarely,  from  hemorrhage  caused  by 
ulceration  of  a  large  blood-vessel. 

Fapillomatous  Epithelioma. — This  may  begin  as  a  warty 
excrescence,  or  may  develop  from  one  of  the  precedii 
varieties.  It  is  characterized  by  an  ulcerated  surface  froi 
which  springs  an  aggregation  of  large,  highly  vascuh 
papillae.  Between  the  papilhc  there  are  often  decp-seatt 
fissures  from  which  exudes  an  offensive  viscid  dischar^ 
The  general  health  is  impaired  and  the  neighboring  glani 
are  enlarged. 

Diag^nosis. — Lupus  Vulgaris. — Lupus  begins  in  the 
young;  the  original  papule  is  soft;  there  is  often  more  than 
one  center  of  ulceration ;  the  margins  of  the  ulcer  arc  n< 
hard  and  everted  ;  ihe  progress  is  extremely  slow ;  the  di; 
charge  from  the  ulcer  is  very  scant,  and  the  bones  are  neve| 
involved. 

Syphilis. — The  history,  the  associated  eWdenccs  of  syphili 
the  rapid  progress  of  the  ulceration,  the  abundant  dischai 
the  absence  cjf  pain,  and  tlie  effect  of  treatment  will  sug| 
the  diagnosis. 

Prognosis. — Guarded.  A  thorough  removal  in  the  be-' 
ginning  of  the  disease  is  often  followed  by  a  permanent  cure. 
When  the  [)roccss  is  advanced,  the  growth  usually  returns. 

Treatment. — Kpithcliomatous  growths  may  be  remov 
by  the  use  of  caustics,  the  cauter)'.  the  caret,  or  by  excisioi 
The  last  is  preferable  when   the  growth  is  small  and  circum- 
scribed, 

I*hotothcrapy  and  .r-ray  therapy  have  recently  been  ci 
ployed  with  considerable  success. 


AINHUM. 

Ainhum  is  a  rare  affection,  occurring  chiefly  in  the  coloi 
race,  and  characterized  by  the  appearance  of  a  groove 
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furrow  at  the  base  of  one  or  more  of  the  toes.  The  groove 
deepens,  the  affected  member  becomes  swollen,  and  finally 
drops  off  at  the  point  of  strangulation. 

DERMATALGIA, 

Dcmiatalgia,  or  neuralgia  of  the  skin,  is  a  rare  affection, 
and  is  cJiaracterizcd  by  paroxysms  of  sharp,  lancinating  pain 
in  the  skin,  which  arise  without  any  change  in  the  local 
apjxrarance.  It  is  most  frequently  observed  in  women  of  a 
neuropathic  tendency,  and  may  arise  from  any  of  the  causes 

Iwhicli  induce  neuralgia  elsewhere. 
TreatmenL — The  cause  must  be  sought  for  and.  if  pos- 
sible, removed.     Tonics,  like  iron,  arsenic,  quinin,  and  phos- 
phorus, are  often  indicated.    Locally,  massage  and  electricity 
may  prove  useful, 

P  PRURITUS. 

Definition. — Pruritus  is  a  functional  affection,  character- 

Iizcd  b>'  itching  which  is  unassociated  with  any  objective 
phenomena. 
£tiolO£fy. — Pruritus  may  arise  without  obvious  cause,  as 
the  pmritus  senilis  observed  in  the  old,  and  the  prttriius 
hii-malis  which  develops  on  the  approach  of  cold  weather 
and  disappears  when  the  weather  becomes  warm. 
Symptonmtic  l^itritits. — Pruritus  may  be  a  symptom  of 
many  conditions,  notably  diabetes,  gout.  lithcmia,  hysteria, 
neurasthema,  and  Bright's  disease. 

Symptoms. — There  is  only  one  symptom,  and  that  is 
itching  ;  but  as  a  result  of  scratching,  the  part  may  become 

Phypercmic,  thickened,  or  the  seat  of  eczema. 
Diagnosis. — Pruritus   must   be  distinguished  from  the 
itching  induced  by  fi-tiurulosis^  or  some  local  disease,  like 

■  ecst'itia. 
Prognosis. — This  will  dejxrnd  on  the  cause.     When  the 
primar>*  disease   is   curable,  the   prognosis  for  permanent 
dief  is  favorable.     In  other  cases  temporary  relief  only  is 


to  be  expected. 
Treatment 


cause,  w 


hich 


Search  should   be  made  f(»r  the  exciting 
hould  be  removed,  if  possible.     In  all  cases 
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the  urine  must  be  examined  for  sugar,  since  diabetes  xs  one 

of  the  most  frequent  causes  of  pruritus.  Among  the  internal 
remedies  recommended  for  pruritus  may  be  mentioned  nux 
vomica,  belladonna,  and  pilocarpin.  The  best  local  remedii 
arc  carbolic  acid,  vinegar,  thymol,  chloral-camphor,  boric 
acid,  rcborcin,  menthol,  hydrocyanic  acid,  and  hot  water. 

R.    Kesorcini .    gr.  xv-xxx 

S4>dii  cblortcli gr.  kv 

GlyccTJni ftij 

LH|Uori&  calcis q.  s.  Ad  fjiv. — M. 

(HartzelCJ 

K.    Acidi  cftrlxtlici .*5J-''j 

Glyccrini ,  gij 

Alcc^olts ftij 

Aqux (|.  b.  sd  Oj. — M. 

B*    Acidi  cArbolici ^r-  xv 

Ilydnirgyri  chloridi  initi.s Rf- i^x 

Unj^ucnli  /irici  oxidi    ...  ...  5J. 

Sit;. — Apply  locftlly  in  pruritus  ani. 

TINEA  TRICHOPHYTINA. 

(Ringwomi.) 

Definition. — A  contagious  disease  excited  by  a  vegetable 
parasite — the  trichophyton. 

Varieties. — On  the  scalp  it  is  termed  tifi^a  tonsurans ; 
on  the  body,  tinea  circinata :  on  the  bearded  region,  tinea 
svcous.  I 

TINEA  TONSURANS. 

This  form  is  observed  almost  exclusively  on  the  scalp  of 
children.  It  is  characterized  by  one  or  more  rounded,  scaly, 
elevated,  grayish-colored  patches  through  which  project  dr>', 
brittle,  liisterless,  br()kcn-ofr  hairs. 

Diagnosis. — Seborrhea. — The  patches  are  not  circum- 
scribed ;  the  scales  are  greasy ;  the  hair  is  not  involved  ;  and 
the  microscope  reveals  no  parasite. 

Eczema. — The  patches  are  not  circumscribed ;  the  hair  is 
not  involved  ;  there  is  more  inflammation ;  there  is  marked 
itching ;  and  the  microscope  reveals  no  parasite. 

Alopecia  Areata. — Baldness  is  complete ;  there  arc  no 
scales ;  and  the  base  is  smooth  and  shiny. 
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Prognosis-— Favorable. 

Treatment, — Tonics  are  often  indicated.  The  parts 
should  be  ihorouglily  washed  with  soap  and  water,  and  the 
afiected  hairs  removed.  The  following  iMrasiticitles  may  be 
employed  in  ointment  or  lotion  ;  mercury,  sulphur,  chrj-^sa- 
robin,  or  sulphurous  acid. 

^^^  B  •    I  lytirargyri  ammoniati ^ 

^^H  Petrolati' 5J. 

^^f  Sia — Apply  ouce  or  twice  doily. 

V 


gr.  x\ 


H-   Bctanaphihul 

Sulpliuns  pnecipilali    .    .                    -       ol 
Va.ie1ini .    5J,- 

SlG. — Rub  into  affet;trd  area  uiict;  ur  iwicc  doily. 

(IIarpawav.) 


M. 


TINEA  ORCINATA- 
(Blngworm  of  the  Body.) 
This  appears  as  one  or  more  rounded,  red.  sHfjIitly  ele-' 


vatcd  scaly  patches,  which  on  close  examination  reveal 
minute  vesicles  or  papules.  As  the  disease  advances  new 
patches  spring  from  the  periphery-,  while  the  central  portion 
clears  up.     There  is  often  considerable  itching. 

Diagnosis. — ^PBoriasia, — The  marked  scaling  ;  the  ab- 
sence of  itching ;  the  tendency  to  involve  the  extensor 
surfaces,  especially  the  knees  and  elbows;  and  the  absence 
of  the  trichoph>'ton  will  separate  psoriasis  from  ringworm. 

Eczema. — The  ]>atches  are  ill  defined  ;  do  not  clear  in  the 
center  ;  there  is  more  infiltration  of  the  skin  ;  and  there  is 
no  trichophyton. 

Prognosis. — Favorable. 

Treatment. — Tonics  arc  frequently  indicated ;  mercury, 
sulphur,  sulphurous  acid,  and  hyposulphite  of  sodium  are 
among  the  best  para.siticidcs. 

li.    Sodii  by|Kisulphiti'^  ^ii 

Aquce fjij. — M. 

Sic— Apply  locally.  ( Ut'HRmo.) 


Or: 


a 


Hydrargyn  ammoniali gr.  xxx 

Adipts ^j. — M. 

SlO.— Apply  locally. 
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TINEA  SYCOSIS. 
(Barber's  Itch ;  Sycosis  Parasitica.) 

This  begins  as  a  red,  scaly  patch  involving  the  bearded 
region.  Soon  puq:)Iish  tubercles  and  pustules  form  around 
the  opening  of  the  ii;iir-fallicles,  and  the  liairs  become  luster- 
less,  brittle,  and  loose.     There  is  often  considerable  itclnng. 

Diagnosis. — Simple  Sycosis. — In  this  tlie  inflammation  is 
superficial;  the  hairs  are  not  involved;  and  the  trichophyton 
is  absent. 

Eczema. — The  tubercles,  the  involvement  of  the  hairs,  and 
the  presence  of  the  trichijphyton  will  separate  it  from  eczema. 

PrO£[n08i8. — Favorable;  unless  treated  actively,  however, 
there  may  be  a  permanent  loss  of  hair. 

Treatment. — The  alTccted  hairs  should  be  removed,  and 
one  of  the  following  parasiticides  employed  in  lotion  or  oint- 
ment :  mercury,  sulphur,  or  h>'posulphite  of  sodium. 

B     Sodii  hyjiosulphitis 7iij 

Aqtue f^iij. — H. 

Sic— Apply  locally. 
Or: 

R.    Sulphuris  suhlimati      %\\ 

V.i8«lini ^:5ij.— M. 

Sio. — Apply  locally. 


TINEA  VERSICOLOR. 

(Pitsrriasis   Versicolor.) 

Definition. — A  chronic  affection  excited  by  a  vegetable 
parasite,  the  Microsporon  furfur,  and  characterized  by  fawn- 
colored  scaly  patches  which  usually  appear  about  the  chest. 

Etiology. — It  is  a  disease  of  adult  life,  and  is  more  fre- 
quently observed  in  the  debilitateii  and  uncleanly. 

Symptoms. — It  appears  usually  on  the  front  of  the  chest 
as  small  round  spots  of  a  pale-yellow  or  fawn  color,  which 
slowly  enlarge,  fuse,  and  form  slightly  elevated,  scaly  patches. 
Subjfctivt*  symptoms  arc  generally  absent. 

Diagnosis. — CUoasma  somewhat  resembles  tinea  versi- 


TiKEA  FAVOSA.  535 

color,  but  the  former  is  not  often  observed  on  the  trunk,  is 
not  scily,  and  is  not  associated  with  a  parasite. 

Prog-nosis.  —  I-  avorable. 

Treatment. — The  parts  should  be  frequently  washed  with 
soap  and  water,  after  which  one  of  the  following  parasiticides 
maybe  applied:  Corrosive  sublimate  (2-3  grains  to  an  ounce 
of  water),  sulphurous  acid,  or  hyposulphite  of  sodium: 

B-    Sodii  by^joguli»hilis ,!;v 

Glycerini  . igiij 

Aquof        ....  <|.  s,  ail  f^v.  —  M. 

SiG.— Apply  locftlly. 

Or: 

fi.     Hydrargjrn  chlorMi  corrosivi      ....•)) 

Alcoholis  ...    -  f^iv 

.Saponis  viridis  ......        -    •    ,Vi 

Olei  bvaiidiilie f^j. — M. 

SlG. — To  be  rubbed  in  well  ni|;hi  and  uiomiiig. 

(Van  Harlingen.) 


TINEA  FAVOSA. 

(Favus.) 

I>efinition. — A  contagious  affection  of  the  scalp  excited 
by  the  Achoriun  Schonleinii.  and  charactcriiicd  by  yellowish, 
cup-shai)ed  crusts. 

Stioiogy. — It  is  observed  especially  in  poor,  ill-nourished 
children. 

Symptoms. — The  disease  is  characterized  by  one  or 
more  rouiuied,  yellow,  cup-shaped  crusts,  throuj^h  which 
project  dr>-,  brittle,  lusterless  hairs.  The  underlying  tissue 
is  more  or  less  atrophied  and  scarred,  it  is  associated  with 
some  itching  and  a  peculiar  musty  odor. 

Diagnosis. — The  yelI()W,  cu|»-shaped  crusts,  the  odor, 
and  the  atrojih)'  of  the  skin  will  sefjarate  it  from  rmgwonn. 

Prognosis. — Favorable.  When  not  treated  early,  it  may 
be  fi)llowtd  b\  permanent  baldness. 

Treatment. — The  crusts  should  be  removed  by  oil  or 
soap  and  water.  The  affected  hairs  should  also  be  removed. 
The  following  parasiticides  are  efficient :  mercury,  sulphur, 
chrysarobin,  and  hyposulphite  of  sodium. 
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SCABIES. 

(Itch.) 

Definition.— Scabies  is  a  contagious  disease  excited  by 
an  animal  parasite — the  Acarus  scabiei — and  manifested  by 
papules,  vesicles,  pustules,  burrows,  and  intense  itching. 

Etiology. — The  disease  is  always  acquired  through  inti- 
mate intercourse  with  patients  already  afiected. 

Symptoms. — The  disease  manifests  itself  by  intense 
itching,  which  is  associated  with  an  eruption  of  small 
papules,  vesicles,  and  pustules.  Among  these  lesions  may 
be  found  cuniculi,  or  burrows ;  these  arc  discolored,  dotted, 
slightly  elevated  lines,  ranging  from  a  line  to  half  an  inch  in 
length,  and  produced  by  the  penetration  of  the  female  acarus 
and  the  deposition  of  her  eggs  along  the  passage.  The 
parts  most  commonly  affected  are  the  hands,  t>etween  the 
fingers,  the  wrists,  the  axilhe,  the  genitalia,  beneath  the 
mamnix,  and  the  inner  aspects  f)f  the  thighs.  The  face  and 
scalp  are  never  involved. 

Dia^rtiosis. — The  recognition  of  scabies  rests  on  tlic 
histor>\  the  itching,  the  presence  of  burrows,  the  multi- 
formity <if  the  lesions,  and  their  peculiar  distribution. 

Prognosis. — Favorable. 

Treatment. — Ointments  of  sulphur,  styrax,  an^l  naph- 
thol  are  efficient  remedies.  After  a  thorough  bath  the  whole 
body  should  be  anointed  t>nce  daily  for  three  or  four  days. 
At  the  end  of  this  time  the  bath  should  be  repeated,  and  the 
bed-linen  and  underclothing  changed.  The  infected  clothing 
should  be  sterilized. 


E-    Sulpfaurif-  fiublimali  -  3J 

Bil&nmi  Peniviani 2» 

Adipis 3J. — M. 

Sic— Rub  in  thoroughly  Iwice  daily.  (Uuhrinc.) 


B.    BaUami  KtyrAcis 
Adipis  .... 


[IV 

is*.— M, 
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PEDICULOSIS. 

(Phtheiriasis.) 

Pediculosis  Capitis, — This  form  results  from  the  pediculus 
capitis,  or  head-louse,  a  gray  insect  from  one  to  two  milli- 
meters in  length.  The  condition  is  recognized  by  itching  uf 
the  scalp  and  the  discovery  of  the  lice  or  their  white  ova,  or 
nits.  Kczematous  lesions  resulting  from  scratching  are 
often  obser\ed. 

Pediculosis  Corporis. — This  form  results  from  the  pediculus 
corporis,  pediculus  vcstinienti.  or  body-louse,  a  somewhat 
larger  insect  than  the  head-louse.  The  condition  is  recog- 
nized by  intense  itching  on  the  covered  parts  of  the  body, 
scratch- marks,  petechia?  caused  by  the  bite  of  the  insect,  and 
the  discover)'  of  the  lice  <ni  the  garments. 

Pediculosis  Pubis. — This  form  results  from  the  pediculus 
pubis,  or  crab-louse,  a  minute,  gray,  translucent  insect.  It 
is  found  on  parts  covered  with  short  hair,  as  the  pubcs, 
axilLr,  eyebrows,  etc. 

Treatment. — In  pedieuiosh  capitis  the  head  may  be 
thoroughly  washed  with  coal-oil.  dilute  carbolic  acid  (i  dram 
to  I  pint),  or  tincture  of  cocculus  indicus. 

In  pediculosis  corporis  the  parts  should  be  thoroughly 
washed  and  the  clothes  subjected  to  a  high  temperature. 
The  body  may  be  bathed  in  a  weak  solution  of  corrosive 
sublimate. 

In  pediculosis  pubis  a  lotion  of  corrosive  sublimate  (2 
grains  to  i  ounce)  or  an  ointment  of  ammoniated  mercury 
(1  dram  to  i  ounce)  is  very  efficient. 
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Abdiiminal  distention,  37 

Albuminuria,  126                                        ^^^^H 

\mn,  26 

Alculiulisiii,  439                                       ^^^^^H 

AbHcn»<>  nf  brain,  400 

^^^^H 

of  liver,  107 

chronic,  460                                          ^^^^H 

iif  luug>  J56 

Alu|)ecia.  508                                               ^^^^H 

rclrophiiryiigcal,  37 

aceala,  509                                                ^^^^^H 

Acelonc,  tcsW  for,  I27 

circumscripln.  509                                  ^^^^^H 

Acetonemia,  355 

^^^^^H 

Acetonuria,  127 

AiiHetM                                                          ^^^^^H 

Acholia,  95 

AmygdalilU.  31                                      ^^^^H 

1          Achvlia  g(i>mc«,  25 

Acid,  acetic,  tc»l  fur,  23 

Amyotrophic  lateral  sclerosis,  417          ^^^^^H 

Analgesia.                                                 ^^^^^H 

Liutync,  tcit  for,  23 

Anchylusioma  duodcnalc,  86                   ^^^^^H 

free,  lesi  for,  21 

Anemia,  154                                             ^^^^H 

UU.  (est  fur.  <|im1itativc,  21 

cerebral.  390                                            ^^^^H 

lest  for.  fjuantiiativf*,  22 
lactiL,  tc^l  for,  22 

headache  of,  428                                ^^^^^| 

lymphatic,  160                                      ^^^^H 

i           AcnUly  *4  ijiutric  content,  35 

pernicious,                                              ^^^^^^H 

Acne.  ^89 
atrophica,  490 

primary',  155,                                    ^^^^^^^^| 

secondary.                                       ^^^^^^^| 

bypcrtrophicrt.  490 

^^^^^1 

1                imlurata.  4^ 

Anestlicsio,  370                                         ^^^^H 

|)«pnK>sn»  490 

Anrun-Mm  of  abdominal  aorta,  197          ^^^^^| 

[Hisiulota,  490 

IC14                                                    ^^B 

1                roMcea,  49 1 

^^^^^H 

vulgaris,  4S9 

Aneur^'imal  mnmiur.  171                          ^^^^^H 

v\cromegaJy,  457 

Angina  I.udovici.  36                                ^^^^^| 

Aiinms'Stokes  syndrome,  192 

pectons,                                                ^^^^H 

1           Addison'^  disci\se.  161 

^^^^H 

ojlor  of  »kin  in,  464 

^^^^H 

keloid.  aiH 
Adenia,  160 

Anginnid  scarlet  fever.  303                      ^^^^^H 

Angiocholitis.  catarrhnl,  96                    ^^^^^H 

A^irustia.  mind,  401 

An^mn,                                                  ^^^^^H 

Agtuphiii,  itMtor.  401 

caveritosum,                                             ^^^^^H 

'           Ague,  294      See  al**  AfaMn'a/  /nfr. 

521                              ^^^^H 

1           Aiiihmn,  530 

Angioneurotic  edema,  acute,  454            ^^^^^| 

Ala:   nasi,   respiratory  inuvements  nf, 

Anhydrcmia,                                             ^^^^^H 

199 

Anidrosis,  47S                                          ^^^^^H 

Albtnt«ni,  506 

Ankle-clunus,  369                                          ^^^^^H 

Albumin,  tests  (or,  I2O 

Annular  &ypbdodenn.  $27                       ^^^^H 

^^^B 

^^^^                           Ui3plucemcn(  of,  166 

01  luur,  507 
of  liver,  acute 

HH                                |>al^Lioii  of,  168 

ut  oaits,  466,  < 

^^^                           A^jhasia,  401 

of  optic  nerve. 

^^M                              amnesic,  401 

of  skin,  507 

^H                                  xUaxic,  401 

prugressivc  uiu." 

^H                                 concept,  401 

Aunit  vertigo,  432 

^H                             conduction,  401 

Auscultation  of  h( 

^^1                                                DlOtOl,  401 

Autoiiiatiitrn,  epitej 

^^M                                sensor^'.  40 1 

^H                           Aphemia.  401 

KabiNsKi's  reflex. 

^H                             Aphuoia,  200 

Hacilli,  tubercle,  in 

^H                           Apo|)lexy,  cerebral,  391 

Bacillus  tul*rrculos 

^H                               pulinutmr>'.  241 

tyitbofcus  279 
Baldness,  50S         > 

^^M                          A[)pcnciicitis  78 

^Pl                           Apmkto,  401 

Banli's  dt»ea>e.  I6I 

■                             Arg>ll- Robertson  pupil,  377.  387 

Borbadtjcs  leg,  5I9 

'                                Argyria.  465 

Barber's  itch,  534 

Arhythmia.  rja 

Barlow's  UtaeAse,  35 

Ann-jerk,  369 

Barrel -shaped  cbcM, 

Ann  or  leg,  leropomry  s^tasm  tjf,  366 
Arteries,  cerebral,  obsiruclion  of,  395 

Basedow's  diseaK.  1 

Basophiles.  149 

Anetiijsclerosis  197 

Bell's  [jals>',  425 

Arthritis  dcfonnans,  350 

Bcll-tymjiany,  371 

rheumaloici,  350 

Bile,  tests  for,  in  ari 

Anhropnlhies,  375 

Bile-(luc(5,  Cfttarrh  0 

Articular  rheumali&m.  acute,  339 

BLnclc  vomit.  326  J 

chronic,  343 

Blaud'6  pilk  isffi 

AntJ!>an«t'  cramp,  45 1 

BIcU,  471             ■ 

A«cari«  tumliricoitlcft,  85 

BleetUys  Hisease.  31 

A&ceixling  paralysis,  acute,  41a 

Blindness,  mind-,  4! 

Ascites,  115 

psychic,  40! 

Asiatic  cho  era,  33I 

word .  401 

1                          Asthma.  333 

BliMers,  fever-,  487 

1                                efi<ienlial,  233 

BIfvtd.  nikalmity  of, 

^^M 

^1 

^^^V                                                                       541       ^H 

Blood -corpuscles,  red.  enumeraUon  of. 

Caisson*  ditu^a.sc,  421                             ^^^^^t 

147 

Calculi,  biliary.  98                                   ^^^^^| 

while,  enuincrftlion  of,  148 

pancreatic,                                            ^^^^^H 

Hlueneits  uf  sktn,  465 

CaIcuIu&i  renal,  141                                    ^^^^^| 

Boil,  492 

514                                            ^^^^^1 

I^Tihrioccphalus  latus,  85 

CaUus,  514                                            ^^^^^1 

Itullger's    tcM.     for    >tigar    in    urine, 

liver,  108                                  ^^^^^1 

125 

of  pancreas,  90                                   ^^^^^| 

lluwel,  parcAiv  of,  83 

529                                         ^^^^^1 

bradycardia,  172 

^^^^^1 

Itrain,  abscess  of,  400 

Cancnim                                               ^^^^^| 

congestion  of,  389 

507                                         ^^^^H 

dLsea£e,  orgBnic,  headftclic  of,  437 
cit<>ca&cft  uC  380 

Capillary  nevus,                                       ^^^^^^| 

Caput  ntedusa-,  466                                 ^^^^^H 

morhid  growlha  iut  396 

Carbubydratc^,  test  for,  34                      ^^^^^H 

tumors  of,  396 
waler  on,  384 

Carbunculus,  492                                        ^^^^^| 

Cardiac                  17a                              ^^^^^H 

Brcakbone  fever,  336 

Carlsbad  salt,  arttticial,  44                       ^^^^^H 

Urealh.  fetor  of,  19 

Cataleiisy,377                                             ^^^^^^| 
Catarrh,  acute  gastric,  39                        ^^^^^^| 

Breaihing.  aniplioric,  21 1 

bronchiAl,  21 1 

^^^^^^1 

bn>nchc> vesicular,  21 1 

cbmnic  hrnnchial,  228                         ^^^^^^| 

cavernous.  21 1 

gastric,  41                                         ^^^^H 

CoRgedwhce!,  212 

naul.  216                                            ^^^^^1 

exaggerated,  211 

epidemic,                                              ^^^^^^| 

jerky.  212 

intestioal,  67                                        ^^^^^| 

of  cmpliysema,  313 

bilc-ducts,  96                                     ^^^^^1 

puerile,  2 1 1 

Catarrhal             322                                   ^^^^^M 

tubular.  211 

Causalgia,  373,  466                                ^^^^H 

vehicular,  211 

Cephalalgia,  427                                         ^^^^^| 

weaW  or  shallow.  212 

C^pbalodynta,  345                                   ^^^^^^ 

Brighls  diM&<«.  acute,  133 

Cerebral  anemia.  390                             ^^^^^^ 

Bromidr(#i»,  479 

headache  of,  428                                ^^^^H 

Ilronchi,  dilalalion  of,  232 

apu]Urxy,                                                   ^^^H 

Brcmchiectosis.  232 

arteries,  ol»truciion  of,  395               ^^^^^H 

Bronchitifi,  acute  calarrlial,  225 

embolism,                                             ^^^^^^| 

capillary,  250 
chronic,  228 

hemorrhage,                                         ^^^^^| 

bmremia,  389                                  ^^^^H 
headache                                             ^^^^^1 

croujKius,  231 

fibrinous,  251                                  • 

leptomeningitis,  acute,  380                   ^^^^^H 
paralysb  in  children,  388                   ^^^^^^| 

pMudomcmWnous,  231 

Bronchophony,  212 

340                                 ^^^^^^1 

Rronchopoeu mania,  250 

thromliosis,  395                                       ^^^^^^| 

Broncborrhagia,  240 

Cerebrospinal  fever.  391                          ^^^^H 

Brown-Siriuard's  ^»afaly5i&,  363 

H'lerrwia,  di»eminaled,  418                         ^^H 

Bruil  <le  fVS<  ftli  of  chest,  209 

Cervical  hypertrophic  pachymeningitis,           ^^H 

Bulbar  paralysis;,  41 1 

^M 

Bulimia,  I9 

muscles,  spasm  of,  366                         ^^^^M 

Bull*,  471 

Cestodct,  84                                             ^^^^^H 

BiillouA  syphiloderm,  526 

Chahiig,  484                                              ^^^^H 

Bunu  and  acalds.  501 

Cbarcot-Leyden  crysuls  in  sputmn.  304          ^^H 

^^■^^I^^^H 

542                                                                                    ^^H 

Charcot's  hepatic  fever,  lOo 

Cirrhosis,  alcoholic,  loj                ^^^^H 

Chcloid,  520 

Lac^^ec'^.  103                           ^^^^H 

Chest,  auscultation  of,  210 

of  liver,  102                                ^^^^H 

banel-shoped,  239 

102                  ^^^^H 

cnickcd-ixjt  souutl  uf,  209 

biltary»  106                                ^^^^^H 

dulncss  or  flatness  of,  210 

cajisular,  106                            ^^^^^H 

emphysematous,  306 

^^^^^H 

cxpaiM»iuti  uf,  207 

105                  ^^^^^H 

hyperrcionance  of,  209 

syphilitic,  106                         ^^^^H 

inspection  of,  205 

^^^M 

men&uratkni  uf.  214 

paucrr^i^,  90                             ^^^^^H 

nurmal  resonance  of,  209 

^^^^H 

palpation  of,  207 

hystt:ric,'429, 438                           ^^^^| 

pcicussion  of,  308 

^^^^H 

phlhisniojd,  205 

Ifiliary,  99                                     ^^^^^H 

pitch  of  note  in,  210 

^^^^^1 

proii)ii»enci?&  ant)  dcprcibionfe  of,  3o6 

^^^^^1 

rachitic,  205 

^^^^H 

radioscopy  of,  214 

Colrjr  of  «kin,  464                            ^^^^H 

refcislancc  of,  2io 

Coma,  375                                         ^^^^B 

tympanitic  resonance  of,  209 

Comedo,  482                                           ^H 

Cheyne  Siokcs  breathing,  30i 

Compensation     in    valmlar    disea&e,  ^H 

Chicken-pox,  314 

1S3,  186                                    ^H 

Chilblain,  501 

Cooccption,  imifcrativr,  379                    ^^H 

Child-crowing,  223 

(^'onflucnt  !imallpox,  310                          ^^H 

Chloasma,  512 

Congenital  myotonia,  452                        ^^H 

Chloride  in  urine,  122 

(Congestion  of  brain,  389                          ^^H 

ChloroMS,  157 

pulmonary,  242.     Sec  aUo  /'>fM^«^^| 

Cholccvstitis,  acute,  97 

fouivs/ion  of.                               ^^1 

Chnlrlitbiasifi,  98 

Consciou3>nr<>s,  ditturbancn  uf,  375      ^^| 

Chotemia,  95 

(*onsti|iation,  habitual,  63                        ^^H 

Cholera,  331 

Constitutional  diseases.  33Q                   ^^H 

Asiatic,  33 1 

Consumption,  pulmnnar}',  257                ^^H 

English,  77 

Conlnctinn.  parailniic,  370                    ^^H 

epidemic,  33I 

Wotithal's,  370                             ^^^^H 

infantum,  72 

Corivulaionb,  364                                ^^^^^H 

malignant,  3JX 

epile^itifomi.  364                            ^^^^^H 

morbus,  77 

365                             ^^^^H 

nostras  77 

^^^^H 

sicca,  333 

^^^^H 

Oolcrinc,  332 

^^^^H 

rholeatcremia,  95 

1                                 ^^^^1 

Cboluria,  128 

Comu                    513                     ^^^^^H 

ClK*ea,  442 

Corrigan's  pul&e.  174,  183            ^^^^| 

Hunti^s(i^l^'^,  443 

^^^^H 

insanicn^.  44  j 

Cough,  202                                     ^^^^H 

minor,  442 

202                                      ^^^^H 

Sydenham's,  44a 

laryngeal,  202                            ^^^^^H 

Choreiform  movements,  366 

or  Kxi'^e,  202                     ^^^^^H 

Chromidrosis,  479 

^^^^H 

Chyluria,  129 

I 

Coup  de  soleil,  458                        ^^^^H 

^^^H 

^1 

^^^^^^^^^^H 

^^^^^^^^^^^^^^^^^^H 
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Cow-pox,  3rj 

Diabetes  mellitus.  353 

^^H 

Cramp,  artisanV,  451 

pHosphatictis,  122 

^^^^^H 

wmcTs',  451 

Diacetic  acid,  test  for,  137 

^^^^^H 

Croup,  calarrhal.  219 

Diaceluria,  127 

^^^^^1 

false.  319 

Dianhca.  66,  67 

^^^^^1 

gpasmuUic,  219 

Uiathc:jis,  hemorrhagic,  359 

^^^^^1 

Croats,  476 

uric  acid,  347 

^^^^^H 

Cunichniann':.  spirals  or  ftputum,  303 

DiajEo- reaction,  129 

^^^^^1 

Carving  of  naJIb,  4(j6 

Dietl's  crises,  1 30 

^^^^^^^1 

Culaneuu6  cinphvsenui,  466 

Diffuse  erythema,  469 

^^^^^H 

eni|)lJoDS,  467 

Dilatation  of  :»tomach,  58 

^^^^^^^^ 

hom,  515 

Diphtheria,  315 
iaucia),  316 

^^^^^^^1 

Cutii^  pcnHula,  520 

^^^^^H 

Cyanosis,  general,  1 75 

lar\nEcal,  316 

^^^^^1 

Cyanotic  induration,  ijt 

nasal,  317 

^^^^^H 

Cylindroids,  123 

Diplegia,  facial,  362 

^^^^^1 

C>*sl,  hydatid,  of  liver,  109 

Discrete  «nallix»x,  309 

l^^^^^l 

CysU  of  pancreas,  91 

DiHieminaled   cerebrospinal    sckrom,        ^^M 

418 

^^^^^H 

I)ANI>RttrF.  480 

Diver's  pnralyiiiR,  421 

^^^^^1 

Dandy  fever,  336 

Dizziness,  43 1 

^^^^^1 

DcafneSA,  378 

Dobell's  solution,  37 

^^^^^1 

mind-,  401 

Dmnsy.  1 75 
of  gail-bladder.  99 

^^^^^1 

^^         word-,  401 

^^^^^1 

^B     Dccubilus.  478 

of  pericardium.  179 

^^^^^1 

^V         acute,  375 

Dry  pleurisy,  266 

^^^^^1 

chronic,  375 

Duhring's  disease.  499 

^^^^^H 

Degeneration,  reaction  of,  373 
Dcririum,  379 

Dura  mater,  hemaioma  of,  384 

^^^^H 

Dysentery,  73 

^^^^H 

ireniens.  460 

Dysidrosis.  511 

^^^^H 

Delnvion.  378 

Dyspcfwia,  calnrrfaal,  4I 

^^^^^1 

fixed.  379 

ncrvou's,  46 

^^^^^^1 

by[)ochondri.ical,  379 

Dyspha^na.  19 

^^^^^1 

of  grandeur.  379 

D)T-pnea,  200 

^^^^^^1 

»yslemati/ed,  37  S 

Dystrophy,  muAcular,  454 

^^^^^1 

unsystemalijEed.  379 

^^^^^1 

Dementia,  paretic,  386 

Ear,  distarbanccK  of,  378 

^^^^^1 

Demodex  rolliculorum,  483 

noises  in,  378 

^^^^^^1 

Dengue,  336 

Kchinococcus  of  liver,  109 

^^^^^1 

Dermatnlgia,  531 

KcIamjAia,  365 

^^^^^1 

Dermatitis,  500 

Kcslacy.  377 

^^^^^H 

calorica,  50 1 

Ecthyma,  502 

^^^^^1 

coniu^ifonnis,  485 

Ec2cn>«,  495 

^^^^^1 

exfoliativa,  502 

erj'thcniflttisum,  495 

^^^^^H 

herpetiformis,  499 

lisfoum,  496 

^^^^^1 

medicamentosa,  501 

impctit{inu»uni,  496 

^^^^^^1 

traumatic,  500 

madidans,  496 

^^^^^1 

vrnenaia,  500 

]>A{>alosum,  495 

^^^^^H 

Dermntolvsis,  530 

pUHtu1o%um,  496 

^^^^^1 

Dialietra.  353 

nihnim,  496 

^^^^^H 

insipidus  357 

5eborTheal,  481 

5 

^^^ 

^W 

^^^■H 
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^^M             l-vcxema  squamosum,  496 

Eiy»iL«lAs.  319 
aml>ulans.  321 

^^1 

^^M                 «)u.iniou.s,  527 

^^^^H 

^^H                 vcmico&um,  496 

Erylhcmn,  Jiftuse,  469 

^^^^H 

^^H                  vcsicalosum,  49$ 

intertrigo,  484 

^^^^1 

^^H             Kdema«  acute  angioneurniic,  454 

multilVirmc,  485 

^^^^1 

^^H                  of  chcbt-walls,  208 

noilusum,  485 

^^^^H 

^^H                  tif  ({lottis,  224 

simplex,  4K4 

^^^^1 

^^H                 of  larynx,  234 

ErylbfobloslA,  152 

^^^^1 

^H                 of  luDgs.  244 

E»uphagUrous,  38 

^^^^^ 

^^H              Kj^opbony,  21 2 

Esophaguii,  urganic  oliAiniction  of. 

J8        ] 

^^H             Ehrlich's  diazo-rcaclion,  129 

spasm. of,  38 

^^H              EtrphiAiilia^ib,  519 

htcnc&is  of,  38 

^^H 

^^H                  Arnhum,  519 

Essential  vertijjo,  432                     _ 

^^^^1 

^^m                 Grn:cDruDi,  528 

Eslivo-autumnal  fever,  297           | 

^^^^1 

^^H                 tachydermia,  519 

parasite,  296                                1 

^^^^1 

^^H              Kmbolism,  ccrcbra!,  395 

Exhaustion,  hc»l-,  459                 1 

^^^^H 

^^H              Kmhryocardia^  170 

Exocardial  murmur,  170             ^ 

^^^^1 

^^H             Ernesis,  20 

Exophthalmic  goilei,  1 62 

^^^^1 

^^H              Kmphystrma,  cutaneous,  466 

Expecloralion,  varieties  of,  202 

^^1 

^^H                 hyucrlTopbic,  33S 
^^B                pu  monary,  336 

Eye,  disturbances  of,  377 
Eyeball,  tremor  of,  378 

^^H 

^^H 

^^B             Cmpymin,  369 

Eyes,  cunjuf^le  deviation  of,  37S 

^^1 

^^H             Kncrphalitis,  su|)]ninitive.  400 

^^1 

^^H             tCndarterilis,  chronic,  197 

Kack,  atrophy  of,  Hnilotcral  pn 

[QB^^I 

^^H             Enducarditis,  acute,  179 

nive,  456 

Ifl^^l 

^^H                 chronic,  iSo 

spasm  of,  365 

^^^^1 

^^H                 ulcerative,  180 

facial  diplepa,  362 

^^^^H 

^^H             Enlargement  of  superficial  veins,  46G 

hemiatrophy,  456 

^^^^1 

^^H              Knteralgia,  65 

m(>ii(>|>Icgia,  362 

^^^^1 

^^H             Eoleric  fever,  279.     Sec  also  Tyf^ktnd 

paralysis,  425 

^^^^1 

^^H                   fever. 

Falling  sicknf&s.  433 

^^^^^H 

^^H               Knlerilis,  catarrhal,  67 

Famine  fever,  289 

^^^^1 

^^H              Enleroptosis,  61 

Kaucial  diphtheria,  316 

^^^^1 

^^B               Enterorrha(;ia,  26 

Kavus,  535 

^^^^1 

^^H              Kosinophiles,  I49 

Febricula,  278 

^^^^1 

^^H              Kn&inophilia.  153 

Feces,  impaction  of,  83 

^^^^1 

^^H               £(>heineral  fever,  278 

Fchling'i  test  for  sugar  in  urine,  I 

25^1 

^^H              Epidemic  catarrh,  322 

quantitative,  126 

^^H                 cholera.  331 

Frslination,  368 

^^^k 

^^H                 parotitis,  324 

in  paralysis  agitans,  450 

^^^^1 

^^H                  roseola,  308 

Fetor  of  breath,  19 

^^^^1 

^H              Epilepsy.  433 

Fever.  273 

^^^^1 

^H                   itUopathic  433 

brcalibone,  336 

^^^^1 

^^H                 Jockflontari,  435 

calarrhAl,  322 

^^^^1 

^^H             Epileptic  automatism.  434 

causes,  27$ 

^^^^H 

^^H             Hpileptifonn  convul&ions,  364 

cerebrospinal,  29 1 

^^^^H 

^^H             Epistaxis,  200 

Charcot's  hepatic.  lOO 

^^^^H 

^^H              Epithelioma,  529 

continued,  274 

^^^^1 

^^H                 deei>scatcd,  539 

dandy,  336 

^^^^1 

^^H                   ]iapillomatou.s,  530 

dcgrLO  uf,  274 

^^^^H 

^^B                superticial,  529 

detection  of,  273 
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Fever,  effects  of,  on  tissues,  275 

enteric,  279.  See  also  Typhoid  fever. 

ephemeral,  278 

estivu-autumnal,  297 

famine,  289 

inlermittcnl,  274 

jail,  287 

luHK,  245 

malaria),   294.     See   also  Malarial 
fever. 

|>eriod  of  incubation  in,  276 

quartan,  2)5 
double,  296 

quotidian,  295 

rashes  in,  date  of  ap|)earance,  277 

relajjsing,  289 

remissions  of,  274 

remittent,  274,  297 

rheumatic,  339 

scarlet,  301 

scmitertian,  297 

ship,  2S7 

simple  continued,  278 

spirillum,  289 

s|x>tted,  291 

stages  of,  273 

symptoms,  275 

termination  by  crisis,  278 

terminations  of,  274 

tertian,  295 

thermic,  45S 

treatment,  275 

ty]>es  of,  274 

typhoid,  279.  See  also  7)'/At)/</^rr. 

typhus,  287 

yellow,  325 
Fever* blisters,  487 
Fiber,  elastic,  in  spulum,  203 
Fibrinous  pleurisy,  266 
Fibroma,  521 

Filaria  sauj^uinis  hominis,  87 
Kish-skin  disease,  517 
Fleischl's  henmglobinometer,  146 
Flint  murmur,  1S3 
Floating  kidney,  130 
Folliculitis  barliic.  '510 
F(K>t,  i)erforating  ulcer  of,  375,  478 
Fowler's  test  for  urea,  119 
Freckle.  512 
l-reniiliis,  20S 
P'riedreich's  ataxia,  419 


Functional    diseases     of     sebaceous 
glands,  480 
nervous  diseases,  427 
Furunculus,  492 

GABBK'rr's  method   for  demcpistrating 
tubercle  lucitli  in  sputum,  204 
Gait,  368 

ataxic,  368 

of  p6eudoinuscularhy|>ertrophy^  36S 

S|>astic,  368 

steppage,  368 
Gall-bladder,  dropsy  of,  99 
Gall-stones,  98 
Gangrene  of  lung,  256 

symmetric,  375.  453 
G  astral  gi  a,  50 
( iastrectasis,  58 
Gastric  catarrh,  acute,  39 
chronic,  4 1 

contents,  acidity  of,  25 
normal,  25 
examination  of,  21 
Gastritis,  acute,  39 

chronic,  41 
Gastrodynia,  50 
Gastroptosis,  61 
Gastrorrhagia,  62 
Ciastrosuccorrhea,  49 
General  paralysis  of  insane,  386 

paresis,  386 
German  measles,  308 
Giant  urticaria,  486 
(•iddiness,  431 
Gin-drinker's  liver,  103 
Girdle  |>ain,  405,  407 

sensation,  372 
Glinanl's  disease,  61 
Globus  hystericus,  365 
(;iossy  skin,  422,  465,  507 
Glottis,  edema  of,  224 

spasm  of,  223 
Glucose  in  urine,  tests  for,  124 
fJlycosuria,  1 23 

Gmelin's  test  for  bile  in  urine,  129 
Goiter,  exophthalmic,  162 
(rtuit,  346 

acute.  347 

chronic,  347 

latent,  347 

non -articular,  347 
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^^H 

(joul,  rcliocedeiiU  547 

Hemaleme«i>,  30^  62                        ^^^^H 

rhruntolic,  35^ 

Hematoma  of  dura  mjtiT.  384               ^^^| 

C^ouliueu.  J47 

Hematoniyeluia,  403                           ^^^^H 

(iuwcn*  hcntogloUnunieter,  I45 

Heniuloporphyrinuna,  I24               ^^^^^H 

Uracfe'i*  !>t{;t>,  162 

^^^^H 

(inipl)ui>|Kiftm,  451 

Hcmiautf&thesia,                                 ^^^^^H 

tiravel,  141 

Hciniatroptiy,  facial,  4^6                  ^^^^^H 

(iravea'  dlMra^e,  162 

Hemic  raurumr.  171                         ^^^^H 

Green  sickne?*,  157 

Hcroicrania,  44$                                 ^^^^H 

Urutum,  4S3 

Hcmiplcgiii.  361,  362                       ^^^^^H 

C*unmiaiou£  :<y|>hiiu<lcnn,  336 

Heniucytumctcr,  Tlioma-ZeLvi,  147          ^^H 

Gums,  17 

Hcmuglubtn,  estmiaiiou  of,  145                ^^M 

'                  Hair  ai^d  oaiU,  irophic  alfecliuns  uf, 

Hemogiobinunictcr,  t'tcischrb,  I46          ^^M 

(Powers',  143                                          ^H 

J75 

Hemoglobinuria,  128                       ^^^^^H 

lUrnphy  of,  507 

Hcnioi>cni.ardium,  I79                        ^^^^^H 

iJallucinatiuii,  379 

Hemophilia,  559                                 ^^^^^^ 

Matid,  spasm  uf,  36(1 

He^lO|)lysi^,  240                                                 1 

Hanoi's  hyperlfopliic  cirrlioftis,  I05 

Hemorrfiaj^c,  brnDcbopulntLinafy,  240       ^d 

llArdncss  of  skin,  465 

cerelira),  30I                                               ^^| 

Ilay-fevcr.  236 

into  ijancTeas,  88                           ^^^^H 

llnyS  te^t  fr<r  bile  in  urine.  139 

Hemuirhagic  dialbc»i>.  339            ^^^^H 

Head,  swimming  in,  43I 

macules,  46S                                    ^^^^^H 

Heftdache,  427 

mcasic),  306                                     ^^^^^H 

h  pic  lie,  429 

l«cbynieningiiis,  3S4                     ^^^^H 

of  cciebral  aiicmia,  428 

pleurisy,  26b,  372                            ^^^^H 

Iiyperrmi.i,  427 

purpura.  360                                           ^^H 

of  organic  brain  discii&c,  427 

urticana,  486                                 ^^^^^| 

reflex,  42S 

Hetnothorux,  372                             ^^^^^| 

sick-,  448 

lei«targy.  95                                      ^^^H 

toxemic,  428 

HrpMtic  fever.  Cb.irnilS,  loo                    ^^H 

Hearing,  hyperacusts  of,  37S 

Hepatitis,  acute  |ian-nchymatou».  III      ^^H 

Heart,  auscultation  of,  l6(] 

suppurative,  107                                ^^H 

clironic  vnlvulnr  di^eaAt  of,  i8a 

calarrhal,  96                                         ^^H 

cHlar^^ement  of.  1S9 

(bronic  interstitial,  toa                ^^^^H 

fatly  dc^cneralinn  of,  I9I 

Hereditary  ntaxia,  419                      ^^^^^H 

inlillration  of,  lol 

Heq^es  fitcinbs  4^8                            ^^^^^H 

fibroid  induration  of.  I91 

i:est.itianis  499                              ^^^^^H 

by|«ertrophy  of,  l8g 

iris,  4K9                                             ^^^^H 

neufrtli^ia  nf,  193 
palpniion  of,  168 

pm^enilaliFi.  4S8                                 ^^^^H 

487                                      ^^^^^M 

palpiliition  of,  174 

^^^^^M 

IMrrcussion  of,  16S 

Hirrup.                                                          ^^^^^1 

Henrt -sounds,  advpnlitious,  170 

Hipvocratic  !.uccu-sstr»ii,  SI4,  a?*       ^^^^B 

[                        .lUeratiun  in  rhvthm  of,  169 

Hir»uties.  31S                                              ^^H 

intensity  «f.  109 

^^^H 

i                   H(*nt-cxhaii<i(ion,  459 

Hoh-nadel                                        ^^^^H 

I                    Hcit-sln)ic.  458 

HoHgkin*«  dii«a>e,  lf>o                     ^^^^^H 

■^             HrlirrdenV  nmleit,  35I 

catano^us  515                           ^^^^^H 

^H            Kcllcr'i.  teM  for  albumin  111  urine,  136 

Huntingdon's  chorea,  443                 ^^^^^H 

^^B                 for  blood  in  urine,  lafl 

Hutchinson'^  teeth,  17                              ^^^| 

■^w 

wff                                                       MX 

■■ 

^£X. 
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UytUitiii  cysl  uf  liver,  109 

[nfecliou&  diseases,  acult*,  273                     ^^M 

Uydrcmia,  151 

jaundice  in,  278                                    ^^H 

Ilyilrckcq^)halu5.  chronic,  384 

period  of  incubation  in,  376             ^^H 

ct.ngenilal,  3X4 

protection  from  future   attacks        ^^M 

lijmnous,  71 

277                                ^M 

Hydronephrosis,  143 

rashes  in.  date  of  api^arance,        ^H 

llytlrupericaidiuni,  179 

^M 

llydropht-bjft.  337 

InfUmmation  of  skin,  469                          ^^M 

lly^lrops  vrsicx  Icll*,  99 

Inflammatory  diseo^s  of  skin,  4S4             ^^M 

Hydroiborax,  270 

rheumatism,  339                                     ^^M 

Hyperacidity,  25 

Influenxa.  322                                                ^^M 

of  ^xstric  contents^  48 

Insane,  geiteral  paralysis  nf,  3S6         ^^^^H 

Uypcracu»is  of  hearing.  378 

In£olati>rn,                                              ^^^^H 

llY{K-rchlurhy<lna,  25,48 

Insular  sclerosis,  418                              ^^^^^H 

Ilypcicmia,  cerebral.  389 

Intcrcoslnl  neuralgia.  445                      ^^^^H 

hca<1achc  of,  437 

IntcrmiltiMit  leiaiiu^,  452                        ^^^^^H 

of  kidciey^,  131 

InlcMimtl  catarrh,  67                               ^^^^^H 

of  liver,  lol 

^^^^^H 

Hy(>ercsihcHa,  37a 

obstruction,  81                                      ^^^^^H 

Uyficndrosis,  478 

454                                    ^^^^^H 

Ilyperosmij,  199 

Intussusception,  intestinal.  S3              ^^^^H 

lly[»ertricliusis,  518 

Invagination,  inle&tinal,  82                   ^^^^^H 

Hypertrophy  of  heart,  1S9 

Ischemia,  hy^tcnc.  438                         ^^^^H 

of  lonsiK,  34 
p&cudumiisciilar.  455 

barber's^  534                                    ^^^H 

!ly(xchyliii  na&irita.  25 

^^^^^H 

HyiKiJeukotylosis,  153 

JacksdMAN  epilepsy.  435                      ^^^^| 

M>-slcria,  437 

Jail             287                                        ^^^^H 

H>>teric  cbriu,  429.  438 

Jaundice.  94                                              ^^^^^H 

headache,  429 

catarrhal,  96                                         ^^^^^H 

i5>rhemia.  438 

malignant,  1 1 1                                   ^^^^H 

Hy^lePMOal  convulsions,  365 

Jaw-jerk.  361)                                            ^^^^H 
Johnson's  tr>t  for  albumin  in  urinp.^^^^H 

luiTHVosis,  517 

126                                                      ^M 

Ictrnis,  94 

^^^^H 

tirt'natoruin,  95; 

Kk[  IS,  530                                         ^^^^M 

Mitipaiht^  PI'iln'^T*  43.? 

Keloid,  530                                              ^^^^M 

muscular  alp>phy.  454 

Addison'^,                                          ^^^^H 

lleocolilis  acute,  7I 

Keratoma,                                                 ^^^^^H 

lleait.8r 

Kerotcfti^  pilaris.  513                                    ^^M 

gall  itonc,  83 

Kitlnev,     amyloid     degeneration     of,        ^^| 

IIIu*(on,  379 

^M 

Imprmlive  conception,  jt79 

contracted  or  gouty,  I37                          ^^H 

Impetigo  comspioo.  504 

(Inating.  130                                         ^^^^^H 

liiipul»e,  inorbid,  379 

byi^remia  uf,  I31                                ^^^^^H 

Indican,  lest*  for,  12S 

lartlaceou^.                                         ^^^^^H 

Indicflnurifl.  12S 

lan^e  while.                                        ^^^^^H 

loHunliun,  ryanolii,  t^l 

red                                                          ^^^^^H 

of  4tin,  465 

of,'i44                           ^^^^H 

Inehriety.  459 

139                                          ^^^^^1 

[              Infantile  paralysis,  4rS 

1  - ---   ■ 

Klei^omonia.  379                                 ^^^^^| 
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^^^ 

1 

)£X, 

d 

^m               Kiicc-icrk,  368 

Liver,  cirrhosis  of,  bilinr>',  106 

^^B 

^B               KopHk'B  sign,  jo6 

ca[jKular,  106 
Hanoi's,  105 

^H 

^B                  I.AHVKINTHINK  vcrtigis  433 

hyj>cria)phic,  I05 

^^^^H 

^^B              Lacnncc*^  cirrhojti^,  103 

>yphililic,  106 

^^^^fl 

^H              La  grippe.  333 

echinocuccus  of,  109 

^^^^1 

^^M               I^n<ir>'s  Jii»ea>e.  412 

i:indrinker's  IO_i 

^^^^^H 

^^B                Lnryngcal  (iiphtlicna,  3 16 

hob-nailed,  103 
hydatid  cysl  of,  109 

^^^^1 

^H              LaryngUiiiu«;  stridulus.  333 

^^^^fl 

^H                LaryD^iti^.  acute  catarrhal,  2l8 

hy|)eren)ia  of,  loi 

^^^^fl 

^^m                   chronic,  221 

irregularilics  of.  93 

^^^^H 

^H                  syphitilic.  222 

lardaccouK,  no 

^^^^fl 

^^M                   tuberculous  221 

paljxition  of,  92 

^^^^1 

^H                l^ryngns{)a^mus,  223 

percu-sfiion  of,  93 

^^^^1 

^^B               Larynx,  200 

waxy,  110 

^^^^^H 

^^1                   c<lcmit,  224 

Ixickjaw,  335 

^^^^fl 

^^^^^^      Lalent  gout,  347 

Locomotor  at:ixia,  413 

^^^^fl 

^^^^^ft     Lcad-|x)Uoning.  chronic,  463 

Lamltago,  344 

^^^^B 

^^^^^P      1^  or  anil,  (empontry  sp.tsm  <if,  366 

Lung  fever,  245 

^^^^1 

^^^^^       Legal's  lest  for  acetone  in  urine,  127 

r^ing^,  alwccK.  of.  256 

^^^^H 

^H               lentigo,  512 

cirrhofii!*  of,  255 

^^^H 

^H                l^pra.  528 

congcilion  of,  aclive,  242 

^^^H 

^B                  alba.  528 

hypo.latic,  243 

^^1 

^H              Leprosy,  528 

(»as!iive,  242 

^^^^^^ 

^^M               I^ptomcMiingitisi,  acute  oerebral,  380 

edema  of,  244 

^^^^H 

^^^                  chronic  cerebral,  383 

gangrene  of.  256 

^^^^B 

^^B                  spinal,  403 

hemorrhagic  infarct  of,  24I 

^^B 

^^B              Leuciniiria,  120 

spleni/ation  of,  243 

^^B 

^^m            leukemia,  158 

Lupus  erythcniatocuA,  52a 

^^^^B 

^^H             I^ulcocyibemui,  158 

exedcns,  534 

^^^^H 

^^H              Leukocytosis,  152 

vulgaris,  524 

^^^^B 

^^M             I^ukudrmm,  506 

Lymphadciiilus,  retroi»hflryngcal, 

37  ■ 

^^H              Leukopenia,  153 

Lyinphailenoma,  general,  160 

^^H              leukoplakia  buccal  is,  1 8 

Lymiihocjlcs,  14S 

^H 

^^B             Lichen  pilaris,  513 

Lymph -scrotum,  519 

^^^H 

^^B                  planus,  49S 

^^^^H 

^^B                  rultcr.  498 

MACRfXTrrfKis,  15a 

^^^^1 

^^B                 scnjfulo^is,  498 

Macular  ayphiiwierm,  525 

^^^^1 

^^B              Lightning  paiu5,  372 

Mnculea,  467 

^^^^1 

^M              Lipemi.T,  153 

brown,  469 

^^^^H 

^^B              l.ipiimaioufl  fnu^cular  alrophy,  455 

hemorrhagic,  468 

^^^^1 

^^K               Lilhcmu,  347 

red,  467 

^^^^H 

^^B             Lithuria.  119 

while,  4(m) 

^^^^1 

^^1             Liitcn's  diaphragni  phenomenon.  207 
^^B             Liver,  alKccss  uF,  107 

yellow,  469 

^^^^B 

Malarial  cachexia,  chronic,  398 

^H 

^^1                  acme  yrllnw  atrophy  nf,  III 

fever.  204 

^^^^1 

^H                amyloid,  no 

intermiiteni,  297 

^^^^^1 

^^B                  area  of  dutnc&s  in,  93 

(.•ernicioui,  398 

^^^^1 

^^B                  cancer  nf,  loS 

Malignant  cholera,  331 

^^^^1 

^^B                  cirrh(>5i5  of,  102 

meiwli^,  306 

^^^^H 

^^B                      atrophic,  X0t2 

scarlet  fever,  303 

1 

^^^^^^^^^^^I^I^^^^^^^^H 

■ 

■ 

^^^^^^^^^^^^^^^^^^^^^^^^^^^^K.                   ^^^^^^^^^^^^^^^^^^^^1 

^^^v 
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Malignam  smallpox.  310 

Mumiw,  324 

^^H 

Marie's  disease,  457 

Murexid  test  fur  urii:  acid,  119 

^^^^^H 

Mast-cells.  149 

Murmur,  :ineur)sntul,  171 

^^^^^1 

Mea&les.  305 

cardiac,  170 

^^^^^1 

flcrman,  308 

exocardial,  I70 

^^^^^M 

inolignanl.  306 

Mint.  1S3 

^^^^^M 

Megrim.  448 

hemic,  171 

^^^^^M 

McIanciiiM,  I$I 

Muscles,  disfQscs  uf,  jSo 

^^^^^^^M 

Mclena,  26 

Muscular  atrophy,  373 

^^^^^M 

M^niAre's  disease,  433 

chronic  spinal,  410 

^^^^^M 

Meningitis    epidemic     cere1)ros|iinal, 

idioiiathic,  454 

^^^^^1 

291 

hfjoniolou-s,  455 

^^^^^H 

spinal,  402 

progressive,  410 

^^^^^^^^M 

Meningo-cnccj.lwliiis,  chronic,  386 

dystrophy,  454 

^^^^^^^M 

Mi:r)ci6mus,  25 

rheumatism,  344 

^^^^^^H 

Micrucytosi-,.  152 

sense,  373 

^^^^^M 

Mi(;rainc,  448 

Myalgia,  344 

^^^^^M 

Mdiarifl,  505 

Myasthenia  gostrica,  45 

^^^^^H 

Milium.  483 

Mydriasis.  377 

^^^^^1 

Mind-agcusliu,  40I 

Myelitis,  acute,  404 

^^^^^H 

Mind -anosmia,  401 

central.  404 

^^^^^^ 

Miml-ataclilia,  401 

chrcmic,  407 

^^^^^^1 

Mind  Uindncss,  40I 

diffuse.  404 

^^^^^1 

Mind-deafness,  401 

transverse,  404 

^^^^^^1 

Mitral  valve,  diseases  of,  1S4,  185 

Myelocjrtes,  149 

^^^^^1 

Mobius'  .si^n.  162 

Myocarditis,  acute,  190 

^^^^^1 

Mnisi  [lapulcs.  526 

Myrtcardium,  diseases  of,  191 

^^^^^M 

Mole,  516 

Myodynia,  344 

^^^^^1 

Mulluscum  cnnl;^i<]«inn,  513 

Myoj>alhic  alrophy.454 

^^^^^1 

cpithcliale.  513 

Myosis,  377 

^^^^^M 

fibruhum,  521 

Myotonia,  congenital,  4$! 

^^^^^M 

selKtceum,  513 

Myxedema,  163 

^^^^^H 

Monancstbesiii,  371 

^^^^^1 

Monoplegi.-!,  361,  362 

N^vi»,  capillary.  521 

^^^^^^ 

fadal,  362 

lipomatodcs.  517 

^^^^^^ 

Morbid  gniwths  in  braiu.  396 

pigiueiilL^us,  516 

^^^^^1 

tm|iulse,  379 

piiosus  5*7 

^^^^^1 

Morbilli,  305 

spdus  517 

^^^^^H 

MurUis  nuculosus  WrrllmAj,  360 

vaFctiloKt^,  521 

^^^^^H 

Morphea,  518 

vetructisus,  517 

^^H 

Morphinoniania,  462 

Nails,  abnormal  condiiinns  of,  466               ^^B 

Morvan's  disease,  420 

and  hnir,  tn>phic  nfieciions  of. 

375        ^H 

Mother's  mark,  521 

atn.phy  of,  466.  508 

Motion,  dislurlancc*  nf,  361 

curving  of,  466 

^^^^^1 

Mucin,  spirals  of,  in  sputum,  203 

Nafwl  iliphlheria.  317 

^^^^^1 

MucfrtiK    menibiane*.,  rheunialic  affec- 

Nematodes  85 

^^^^^1 

lion*  of.  345 

Nrphritii,  acute,  13? 

^^^^^1 

latches.  526 

chronic  inlerstilial.  t  ;7 

^^^^^1 

Muiriict.  29 

parenchymatous,  I35 

^^^^^H 

^       Multiple  neuritis  32J 

Nephrolithiasis.  141 

^^^^^1 

^^L          »cleinsis  41S 

NephrDptoftis,  tjo 

^M 



^ 

^^^1 

SSo 

Nrrvcs,  di-wases  *»0  380, 431 

I'atlor.  4G4                               ^^^H 

Nervous  diseases,  fiincnonal,  427 

Vali^tion  of  henrl,  168           ^^^^| 

l>iu«>iiaiiun,  440 

^^^^^H 

>yMcm,  diseases  nf,  301 

425                    ^^^^H 

Netilerash,  4S6 

scnvencr.*,  451                    ^^^^H 

Neuralgia,  372.  444 

shaking,  449                          ^^^^^1 

iolerco^tal,  445 

I'aludisin,    294.      See    also    MaS^^^ 

occipital,  445 

f^vtr.                                      ^^H 

of  heart,  193 

I'ancrcas,  cafculi  uf,  93                    ^^H 

of  stomach.  50 

cancer  of,  90                               ^^^| 

irifaci:il,  445 

cirrhLKiis  of,  90                    ^^^^^H 

Neurasthenia.  440 

^^^^^H 

gastrica,  40 

hcnMjrrhiige  into.  88            ^^^^^H 

Nruiitls  421 

Pancn^iiii'^,  acuic,  89            ^^^^^| 

muiliple,  423 

chronic.  90                          ^^^^^H 

optic,  37S 

Papilliiifi,  378                                          1 

NeurominicsU,  438 

PapiilnmatoiiA  epithelioma,  530             J 

Neutruphilcs,  ]x)lyinor)>honuclear.  I49 

Papular  svphiliMlerm,  525               ^^H 

Nrviw.      See  XiTi'ia. 

Papule*..  47J                                       ^H 

Nicmcycr's   jiIl   for  cirrbn^U  of  liver. 

nioiM,  526                                   ^^^1 

105 

Piipulo«quanii>us  5Vphil<Klcrni,  S3Q^^^| 

Ni^rilics,  iS 

Paraceiilrsis  nUlniiiinlii,  II7            ^^H 

Noiics,  Ilebt-rden's.  351 

pericardii,  178                       ^^H 

NoUes  in  enr,  37^* 
Noma,  30 

for  pleurisy,  269                            ^^H 

Paradoxic  conintction,  370            ^^| 

Niise.  199 

PoralysiA,  361                            ^^^^H 

Nutriliun,  di-lurbnnce*  of.  373 

acule  ascending,  41a           ^^^^^H 

Nystagmus,  378 

agilanA,  449                           ^^^H 

a(ro(ihic  spina  1.  408               ^^^^H 

'                           OcciPlTAl.  ncuralgift.  445 

Brown'S(^(|uard'<.  363                ^^H 

(>rn»t>ehn»mcinui,  153 

hulbar,  411                                     ^^H 

'  (ligiicvlheinin.  154 

crrcbml,  in  children.  388           ^^H 

Onychauxis.  517 

diver*',  421                                     ^^H 

(hiychta,  467 

forial,  425                                       ^^H 

1                              fjpislhotonojt.  335 

genernl.  of  infanr,  386              ^^^| 

'                            Opium  jKiisoning.  chronic.  462 

iitffttitilr,  408                         ^^^^^k 

Optic  nerve,  atmphy  of,  378 

^^^^^H 

neuritis  378 

(lofiidiphihenc,  317              ^^^^H 

Osmidrosis,  479 

|)seudr>hv{)ctfn)|>hic,  45$            ^^H 

Oxilurio.  132 

Paramimia,  40}                         ^^^^^H 

Oxvl'Utyriu,  127 

('.imnrslhc>in,  371                    ^^^^^H 

( txyuris  vermiculaHft,  86 

^^^^H 

P.^raplegia.  36 1.  363                ^^^H 

f'ACHVACRIA,  457 

^^^^H 

Pachyilermatncelc,  520 

I'limary  $p&siic,  416            ^^^^^| 

Pachvineiiiiii^lis  cervical  hypertrophic. 

Para«^i(c,  animal,  H4                 ^^^^^H 

403 

estivoautumnal,  29G           ^^^^^H 

rhmnic.  383 

binod.  153                         ^^^^^H 

jipina),  403 

quartan,                                  ^^^^^H 

n                                hcmunha^ic.  384 

^^^^^1 

L" 

raFcais,  general.  386             ^^^^H 
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Paresis  of  bowel,  %i 
rarc»lhefiia,  372 
Paretic  tlrmcnlia,  3S6 
Kirkiiison'^  disease,  449 
Panumia,  199 
i'arotitts,  epidemic.  3x4 
I'ftiry'.s  rliseftsc,  162 
I'alclUr  lenilun  reflex,  368 
IVctorilnriuy,  212 
Ptf<liculosis,  537 

capitis,  537 

corpori«,  537 

IHibis,  537 
Pemphigus,  503 

f'lliaccus  503 

vulgaris,  503 
Pepsin,  test  f'fr,  33 
Peptic  ulcer,  52 
Percussion  of  heart,  168 
Perforaling  ulcer  of  foot,  375,  47S 
Prricarililis,  176 
Pericanlium,  air  in,  179 

blcxxl  in,  179 

«!rop^y  of,  1 79 
Perihcpalilis,  chronic,  106 
PciitoniliH.  ncutf,  1 12 

chronic  iJiffitsc,  114 
Prrityphliti!!,  78 
Pernio,  501 
Pertussis,  329 
Pelechiaf,  468 

Pettenkofcr*^  trtt  for  bile  in  urine,  129 
Pharyngitis.,  acute,  35 

chronic.  36 
Phenylhydra/in  Icsl  for  sugar  in  urine, 

Pli'tsphaiuria,  121 

I'htbciriovtji,  537 
Phlhisis,  257 

ncule.  261 

clinmic  ulcerative,  259 

fitiroiJ,  261 
Pica,  ig 
Pin- worm,  86 
Pilyri.iKi-t  versicolor,  534 
Plethora,  151 
pleura,  dUen»es  of,  265 
Pleural  thickening,  chronic,  366 
Pleurisy,  265 

dry,  266 

fibrinous,  266 


fleurisy,  hcTnorrhagic.  266,  272 

latent.  267 

purulent,  266 

sacculated,  266 

scrolibrinotis,  260 
Plcuritis,  265 
Pleunxlynin,  344 
Plumbism.  462 
Pneumohydrniltomx.  37 1 
Pneumonia,  alcoholic,  248 

catarrliol.  250 

cent  ml,  248 

chronic,  35$ 
inlerstitml.  255 

croupous,  345 

hypostalic,  243 

in  children,  347 

lobar,  245  ^ 

lobular.  230 

ma^isive,  248 

migrator)'-,  248 

senile,  247 

typbuid,  347 
[^leumonitis,  345 
Pneumopericardium,  179 
Piicuniupyuthorax,  271 
Pneumothorax,  270 
Podagra,  346 
Poikibxylo»is,  152 
Points  douloureux.  372 
Pnbioning.  chronic  lead  ,  463 
opium-,  462 

rhiis-,  500 
poliomyelitis,  acute  anterior,  408 

chronic,  410 
Polycylhemi.1,  151 
Polyuria.  1 18 
Pomphi,  475 
J\>mpholyx,  511 
Port-winr  mark,  521 
l^^t(lipluhcric  paralysis,  317 
PrccurJium,  prominence  of,  167 
Pressure  sense.  373 
Prickly  heat,  505 
PrO(;ressive  muscular  aliophy,  410 
Prosopalgia,  444 
Prottrition,  nervous,  440 
Prurigo,  49S 
Pmrtluft,  531 

hicmali«,  531 

senilis,  531 


^^^ 
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^^^1 

Pftcudo-angtna  pectorift,  193 

337                  ^^^H 

r«udohypcrtropliic  paralyftU,  455 

Rachitic  rosary,  352                      ^^^^^H 

Pseudoleukemia,  1 60 

Rachitis.                                       ^^^H 

Pseutlumusculiir  hypertrophy,  455 

KAles  208,  213                              ^^^H 

l^soriasis,  493 

Kaynauil's  discaftc.  375,  453               ^^^| 

Psychic  bhminess,  401 

Keaciiun  of  degeneration,  373           ^^H 

(iislurbanccs,  37S 

Keflex,  ankle.  369                               ^H 

l*lyahsin,  31 

arm,  369                                       ^^^H 

I'ulmonary  valve,  disease  of,  1X6 

Uabinski's,  369                        ^^^^^| 

Pii'sation,  abnormal  centers  of,  167 

hca<lache                                     ^^^^^| 

Pulse,  171 

jau-,  369                                      ^^^H 

osymmclric  radial,  174 

patellar  tendon,  368               ^^^^^1 

bigeminal,  172 

Reflexes,  368                               ^^^H 

capillary,  174 

Mi|)rrfici.il,  369                           ^^^^^H 

Corrigan's,  174.  183 

Keichmann'sdi^eflST,  49             ^^^^^| 

(Ircvoiic,  173 

KelapMog  fever,  2S9                      ^^^^^H 

high-lension,  173 

Rennet,          for.  23                          ^^^^| 

increased  frequency  of,  171 

zymogen,         for,  33                 ^^^^| 

infreqiiency  of,  173 

Respiration,  200                           ^^^^H 

imcimilteni,  172 

Cheyne-Slokea,  20I                 ^^^^M 

irregular  rhythm  of,  172 

normal,  30i                              ^^^^^| 

lovv4eri^ion,  174 

RetuKcdeiil  i^-oui,  347                    ^^^^H 

paradoxic,  173 

Krlrophnryiigeal  nlisrefft,  37                ^^H 

Lirdy,  I  S3 

lyinpliadcniti.s,  37                             ^^H 

trigeminal,  173 

Reinipulsiun  m  jmraKsis  agitam,  4Sa^^H 

venous,  174 

Kheiint.ilic  afTrrctions  of  niucou^  mci^^^| 

water  hammer,  174,  183 

\aanci,  345                                ^^M 

IHilse-tenii>erature  raLi.»,  275 

of  <«iv>ns  mrmhrane^.  345          ^^H 

Pulsus  p.iradoxus,  173 

^H 

tardus,  183 

g»ti<*  J50                                     ^H 

Punt  turc,  Quincke's,  3S6 

Rbeumati->m,  anicnlar.  acuie,  339     ^^H 

Pupil,  Ar)*yll-Rolicrison,  377,  3S7 

chronic,  343                                  ^^H 

Pupils,  ine<iualiiy  of.  377 

cerebral,  340                                       ^^H 

Purpura  ha-morrhapica.  3fK) 

inflammatory,  339                            ^^H 

Pur^mric  spots,  46S 

nuuicnlar,  ^44                                     ^^^H 

Purulent  ]>leuri*y,  266 

oihff  manife^tnlium  of,  344            ^^^| 

I'nslular  syphilotlrrm,  537 

Rheumatoid  arthrtii.s  350            ^^^^M 

Pustules,  473 

KhinilU,              215                       ^^^^H 

Pyelitis,  139 

^^^^^H 

PyeIone]>hritis,   140 

Rhus  divrrsiltilM,  500                  ^^^^^H 

l^Iiinis.  stenosis  ^lf,  58 

loxicodcndrrrti.  t;uo                  ^^^^^H 

l^cmephrosi*,  140 

vcncnai.i,  500                          ^^^^^^M 

Pyothornx,  269 

Khus-]ttiiKimin|;.  500                  ^^^^^^| 

Pyrvmanta,  379 

^^^^H 

Pyuria,  129 

Ringwonn,                                     ^^^^^H 

of  body.  533                            ^^^^^f 

QuAHTAN  fever.  295 

Risus  vmlonicus,  ^35                                     ^ 

double,  296 

Roljcrta'stesl  for nhrtimin  in  urine,  laj      J 

paraAiie,  3g5 

Rwlent  ulcer.  529                               ^^H 

Quincke's  puncture,  386 

RnmhrrgS  synipl'iin,  413                   ^^H 

Quolidiau  fever,  295 

Rose-cold,  336                              ^^^^M 
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Roseola,  epidemic,  308 

Shaking  jnlsv,  449                                    ^^^^^^| 

Rutheln.  308 

Shingles.  488                                           ^^^^1 

Kouii(l-uorii)s,  S5 

^^^^^^1 

kubelln.  JJO8 

Sick-hcadachr.  448                                 ^^^^^H 

morbilliform,  jio8 

Sickne&s,  railing,  433                                 ^^^^^H 

licarlatintfurnic-,  308 

^^^^^^1 

KulK'oIa,  305 

Skin  aiHl  ap|.»ehda{;c<«.  diseases  of,  464  ^^^^H 

kiiniinaiiun,  35 

atrophy  of,  507                                                ^^^| 

Kupia,  527 

hluriicss  uf,  465                                      ^^^^^H 

529                                             ^^^^^1 

Saccuiatku  pleurisy,  266 

^^^^^H 

SaUain  cuitviiUji>ii5,  366 

in  Addison's  «lisca^e,  464                ^^^^^H 

Saltatory  «|iaMttf  306 

422,  465.  507                            ^^^H 

Saluniurii,  462 

gray  di&coloration  of,  465                   ^^^^^1 

Scabies,  536 

^^^^^1 

Scalds,  501 

induraticn)  of,  465                                ^^^^^H 

1              Scales,  476 

inflammation  of.  469                            ^^^^H 

Scarlatinu,  301 

indurnniatury  dt5ea>e«-  ol,  484               ^^^^^^^| 

Starlcl  fever,  301 

ln>pliic  AffectiDtiji  of,  375                      ^^^^^H 

aiiginoiil,  303 

whiteness  of,  464                                ^^^^^| 

malignaiii,  303 

yeilowneis  of,  464                             ^^^^^| 

Sciatica,  ^124 

Skoda'ft  ri.-«onance.  267                          ^^^^^| 

Sclerema.  518 

SnialI|>ox,  308                                         ^^^^^1 

Scleriasis,  518 

confluent,  310                                      ^^^^^| 

Sclerudcmia.  516 

discrete,  309                                        ^^^^H 

Sclerosiii,  amyotrophic  laleral»  417 

malignant.  310                                     ^^^^H 

aiiterolaleraK  416 

Smell,  sense  uf,  acutcncN^  uf,  I99            ^^^^^| 

flisscmiiiatcd  cenebr(»i>iru>l,4l8 

imjKiirmenI  or  loss  of,  I99                       ^^^| 

insular,  41H 

perversions  of,  199                            ^^^^^H 

lateral,  416 

S4>mnaml>ulisni,  J77                                  ^^^^^H 

multiple,  41S 

Sore  thrnal,  acute,  35                                ^^^^^H 

[lOftcrior.  413 

Southey's  tubes.  13$                               ^^^^^| 

SciiHiutus.  358 

Space,  sense  uf,  372                                  ^^^^^H 

Scriveners'  palsy,  ^51 

Sfiasm.  364,  365                                         ^^^^^1 

Scrotum,  lymph-,  519 

laryngeal.  ^00                                     ^^^^^| 

^^rvy,  35'S 

of  cervical  muscles,  366                      ^^^^^^| 

Seatworm.  S6 

of  ewpbagus.                                         ^^^^^| 

SebnorouK  glan<U,  functional  iliseveft 

of  face.  365                                            ^^^^H 

of,  480 

of  gl<.i(is                                   ^^^^H 

S<^^>on^hc■,  480 

^^^^H 

Seborrheal  ecicma,  481 

saltatory',  366                                          ^^^^H 

^Scborihu-a  cungntiva.  523 

tcm|>oiar).  of  ami  or  leg,  366            ^^^^^| 

uleoaa,  48 1 

SjULMic  gait,  36S                                         ^^^^H 

ncca,  480 

par7\plrgin.  prininry,  416                      ^^^^H 

ScuMiliuti,  ili.sturlnnco  of,  370 

Sphygniugriim  of  dicrotic  imlse.  173        ^^^^^| 

girdle.  372 

of  ingeminat  puUr,  173                                ^^^| 

retardation  of.  372 

Spinal  cord,  disenscs  of,  3S0                   ^^^^^H 

Se|.)ti".cmia,  typhoid,  280 

^^^^^H 

Scrofibnnnus  pU'ur><iy,  266 

menint;i(t!i,  402                                          ^^^^^^^| 

Serous   membranes,   rheumatic   afiec- 

muscul.ir  atrophy,  chronic,  410                 ^^^| 

^^              tioii*  (jf.  345 

|>achy meningitis,  chronic.  403            ^^^^H 
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iiiiLiuM.i'[n'  •>!.  J03 

tnucoid,  203 

roucopunilcnt.  202 

nummular,  203 

prune-juice,  202 

puruient,  202 

reddish  brown,  203 

rustv,  20 J 

lut»ercle  bacilli  in^  304 

wiih  tibrous  -ihred?;,  203 
S^uamoua  eczema.  527 
Status  epileplicus,  435 
Stcatomo,  4S3 
Sicllwag's  >iuni  1^2 
Stengel's  method  of  drying  and  slain- 

in^  blood.  150 
Slenoc:irdia,  193 
StenoBis,  aortic,  182,  1S3 

miiraU  1S4 

of  cs<^-phagua,  38 

of  pylorus,  58 

of  tricuspid  valve,  186 

pulniouary,  186 
-Steorrlica,  4S0 
Steppage  gait.  368 
Slomacli.  ab5i>rptivc  p«3Wer  nf,  24 

atuny  uf^  4J 

cancer  of,  56 

dtlalatiLit)  of,  58 

motor  insufficiency  of,  45 
jjnwer  of.  24 

neuralgia  of,  50 

round  ulrcr  nf.  52 

ulcer  of.  perforating.  53 

Stuiuatili<i,  28 

•phlhoufi,  28 

-1. t.^1  . 1  ^ 


^upemi'iiu  veins,  c 
Suppurative  enccpt 
Sweat,  deficiency  v 

excess  of.  478 
Sweai-gtaitds  disci 
Swiinming  in  licjd 
Sycoiw,  510 
parasilica,  534 
Mmptr,  510 
Sydenham's-  chorea 
Symnielric  gangren 
Syphilis  cutanea,  $2 
Syuliiloderm.  annul 
liulluus.  526 
gummalou>.,  526 
macular.  53; 
[lapilar.  525 
p.)pulo(quB 
pustular.  527 
tuberculouA,  5 
Syringomyelia, 


Tauks  dor»ali«, 
Tftcli*  c«t«ljrale» 
Tachycardia.  171 
Ticnta  echinixoccOft. 

mcdii>c.nnelUta,  84 

^aginata.  S4 

floltum.  84 
TajJC'Worm*, 
Teeth,  17 

Hutcliinson*s| 
Telangicciasia, 
Temperature,  ^ul 
'lertinn  fever.  20$ 
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Tetany,  45^ 

Tetter,  495 
Thermic  kvcr,  45S 
Thermu-anesthesia,  371 
Thonia-zCeisi.  hemucytunieter,  I47 
Thomsen's  disease,  452 
Thoracic  aneurysm,  195 
Thrill,  168 
Throa!,  sore,  35 
ThromUKiis,  cerebral,  395 
Thrush,  29 
Tic  douloureux,  445 
Tinea  circinata,  533 

favosa,  535 

sycosis,  534 

tonsurans,  532 

trichophytina,  532 

versicolor,  534 
Tinnitus  aurium,  378 
Tituhation,  368 
Tongue,  17 

discoloration  of,  18 

6s6ures  on,  19 

fur  on,  17 

scars  on,  1 9 

strawl)erry,  18,  302 

tremor  of,  18 
Tonsillitis,  acute,  31 
Tonsils,  hypertrophy  of,  34 
Tophi,  346 
Tormina,  65 
Torticollis,  344,  366 
Toxemic  headache,  428 
Tracheal  tug,  195 
Trance,  377 

Traubes  semilunar  s[>ace,  209 
Traumatic  dermatitis,  500 
Tremor  of  eyeball,  378 

volitional,  41S 
Tremors,  367 
Trichina  spiralis,  87 
Trichiniasis,  87 
Trichinosis,  87 

Tricuspid  valve,  diseases  of,  186 
Trifacial  neuralgia,  445 
Trismus,  335 

Trommer*s  test  for  sugar  in  urine,  124 
Trophic  affections  of  hair  and  nails, 

375 
of  skin,  375 
disorders,  454 


Tube-casts,  123 

Tubercle  tacilli  in  sputum,  204 
Tubercles,  474 

Tuberculosis,  acute  general,  327 
miliary,  327 
of  kidney,  144 
pulmonary,  257 
Tuberculous  syphiloderm,  526 
Tumor  of  bowel,  83 

of  brain,  396 
Tylosis,  514 
Typhlitis,  78 
Typhoid  fever,  279 
abortive,  283 
in  children,  283 
mild,  283 
walking,  283 
se{)ticetnia,  280 
Ty})hus  abdominalis,    279.     See  alst 
Typhoid  frvcr. 
fever,  287 
Tyrosinuria,  I20 

Ulcer  of  stomach,  round,  52 

peptic,  52 

perforating,  of  foot,  375,  478 
of  stomach,  53 

rodent,  529 
Ulceration   from    perverted   nutrition. 

375 
Ulcers,  477 

Uncinaria  duodenalis,  86 
Unilateral  atrophy  of  face,  456 
Urates,  120 
Urea,  1 18 

diminished,  119 

increased,  119 
Uremia,  132 
Uric  acid  dialhe^i^,  347 
Urine,  118 

acetone  in,  I27 

albumin  in,  126 

bite-pigment  in,  128 

blood  in,  127 

chloride  in,  122 

chyle  in,  129 

diacetic  acid  in,  1 27 

hemaioporj^>hynn  in,  124 

hemc^lobin  in,  128 

indican  in,  128 

leucin  in,  120 
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papulod.i,  486 
pigmentosa,  487 
tuberusa,  486 

Vaccination,  313 
Vaccinia,  313 
Vagabondismus,  465 
Valvular  diseases  of  heart,  183 
Valvulitis,  179 
Varicella,  314 

gangrenosa,  31 5 
Variola,  308.     See  also  Smallpox, 
Varioloid,  311 

Veins,  superficial,  enlai^ement  of, 
Venereal  wart,  516 
Verruca,  5 16 

acuminata,  516 

digitata,  516 

filifonnis,  516 

plana,  516 
Vertigo,  431 
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I  \V\K  I,   51'' 

\<  iur<-.il,  5  I" 
W'.ittr  (III  I'j.nii,    \ 
Walcr-liainniLi  pii 
Wen,  483 
Westphars  contrai 
Wheals,  475 
\Vhiteness  of  skin 
Whooping-cough, 
Word -blindness,  4 
Word -deafness,  4c 
Wrist-drop,  463 
Writers'  cramp,  41 
Wry-neck,  344,  3C 

Xanthelasma,  5, 
Xanthoma,  522 
planum,  532 
tuberosum,  523 

Yellow  fever,  33 
Yellowness  of  dkii 

Zona,  488 
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style  that  render  the  work  of  great  assistance  to  t^oth  student  and  practitioi 
The  illttstralioas,  inany  of  Iheni  original,  have  been  inlmducid  for  thcii  pra< 
lical  value. 


PATHOLOGY. 


McFarland's 
Text-Book  of  Patholo^ 


A   Text-Book   of    Patholoj^y.     By    Josei'h    McFarland, 
M.  D.,  Professor  of  Pathology  and  Dacteriology  in  the  Medico- 

Chirurgical  College  of  Philadelphia  ;  Pathologist  to  the  Medico- 
C-hirurgiuil  Hospital,  Philadelphia.  Handsome  ortavo  of  818 
pages,  with  350  illustrations,  sunic  in  coloni.  Cloth,  ;fl5.co  net; 
Sheep  or  Half  Morocco,  $6.00  net. 


A  NEW  WORK-RECCNTLY  ISSUED 


A 


Thi!«  entirely  new  wvirk  \h  ^  plmii)  account  ot  ihr  natural  history  of  <liseiis«, 
and  lovers  ihe  fieltl  ihoruuglily,  accuralely,  iind  coni|ilc'lely.  llein;*  the  work 
uf  a  teiichcr  who,  as  such,  is  eminently  familur  with  the  nt;ctj&  of  studcntft.  II 
is  arrangcU  in  a  tnauncr  antl  written  in  u  style  IksI  suited  |o  teaching  pur- 
poses. Unlike  most  wurks  on  [mtholug)-.  it  lreat&  the  subject,  not  from  the 
|>ro(ciSor'&  point  of  view,  but  from  that  of  the  siuilcnl,  Ihe  author  ever  aiming 
to  render  nio:^t  easy  of  comprehension  the  inany  ditliciilt  theories  of  ihe  science. 
The  text  i^  adnijnilily  elucidatcfl  by  nunicioua  cxcellettt  i!lu>ti»t)un'i,  many  uf 
them  having  )  ecn  c><pecially  drawn.  Indeed,  tins  lx>ok  of  Dr.  McKartand's 
will  be  found  uf  inestiuiable  value. 


OPINIONS  OF  THE  MEDICAL  PRESS 


American  Medicine 

"  Wr  tfrl  <:i>iifiilrti(  til  *«yiMie  ttti  ■Hhrr  recent  itr*ii»r.  mti  cnvv»-l«»|»rdit  in  cliarmcter  on 
Atijr  «itl>jc(.t,  COIII.1IIIS  •>!  kiikIi  (Jiicct  Aiid  goTTvlittrtl  inliMnMUoa  un  llic  Lraitch  wufa  which  it 

dciib," 

MedkAl  Record,  New  York  . 

"  The  lii(i|{  trachimc  tr«|»cn«(tce  which    |tr   McFarUiid  has  had  has  well  quallGcf)  hiia 
%m  IIm  tM»K  t>r  writing  h  (c\(-t><M.tU.   ,   .    .    iitnl  hr  hiu  dviw  U  wx*!!." 


Medic&l  Newi.  New  York 

"  I  h'i  »>  iruly  in  ctcclivut  ic*i-li<Mjk,   . 
CACcptiuunUy 


iruiy 
guoa. 


The  UiiulntltoiM  *r  Buniciuu^  ar 


SAU.VDEKS'  BOOA'S  Off 


Dtirck  and  Hektoen's 
General  Patholo£(ic  Histolo^ 


Atlas  and  Epitome  of   General  Patholos^ic  Histolojry. 

By  Pk.  Dk.  H.  Durck,  of  Munich.     Edited,  with  addilion-s, 
LuDviG  Hektoen,  M.  I).,  TroresMjr  of  Kathology,  Kiish  Mcdit 
College,  Chicago.     Wiih  172  colored  figures  on  77  liihographic 
plates,  36  text-figures,  niany  in  colors,  and  353  l>ages  of  text.     /% 
SaunJers\4 tilts  Serits.  Cloth,  ^(5.00  n< 

RECENTLY  ISSUED 

This  new  alias  qivcs  iKc  iL»:i.*|tic»i   news  in  rqjartl  la  ihc  stgDiticincc 
patlioloi^ic  |>n»crs%cs,  conHicting   thrnric^   liavmn  hicn  otnitlcd.     AH  Ihc  illi 
(rations  have  been  made  from  ortginttl  sjvcinicns,  in  many  cases  as  high 
lwenty-si:(  colore  having  been  required. 

W.  T.  CotmcOman.  M.D., 

Frc/eiti>r  11/  i^alfu>!,>f;ic  Antitomj,  H^irvarA  tfmfvcrtit/. 

*'  I  have  ftccn  n»  ffljio  which  intpm*  mc  Ai  %o  truly  reprcftcntlDC  hUiloloini:  apf 
ABCM  U  do  t)ir»«.     The  book  it  a  valunblc  i<ne." 


Howell's  Physiolo^ 


A  Text-Book  of  Physiology.     liy  William   H.  Howei 

Ph.  0.,  M.  I).,   I'rofessor  of  Ph)siology  in  ihc  Johns  Hppkii 

Univcn»ity,   Baltimore,   Md.      Octavo  of  904   jiages.  with    27: 

illustrations.  Cloth,  ^4.00  net. 

JUST  READY— ENTIRELY   NEW 

Dr.  Howell  bos  hnd  iiinny  years  of  experience  ms  a  teacher  nl*  pbyMnlr.^ 
ill  !«everal  of  ihc  leading  medical  schools,  and  it»  ihercforc  cxcce<lingl>  w« 
fitted  lo  write  n  lexl-bouk   on    lhJ&   kubjeci.      Mnin   cm|>bauH  ha&  l>een  I: 
upon   ihoie   facts  and  views  whkh    hHI    tnr  directly  liclpfitl  in  the  pracil 
branches  o(  nicilkine.     At  the  ^me  limr«  however,  »unicleiit  con*>idrriiii< 
hft«bcen  given  Ui  the  eHperimentnl  side  of  the  sriencc,      'Ilie  entire  literati 
of  ithy^iol'-vgy  has  brrn   thoroughly  digestcil  l>y  Dr.    Howell,  and  ihe 
porlant  views  .ind  cnnclu&inns  intmduced  \nx<^  biit  work,  w>  ihul  the  «tud* 
has  the  benefit  of  the  latent  advances  along  thtii  line.      Ulu!»lnUions  bnl 
been  m6sl  freely  u«ed   whenever  it  was  thnnghl  ihey  woidd  be  helpful 
underslanding  or  supplementing  the  dcKnptions  in  the  (exL 


t/JSTOLOaV. 


Bohm,  Davidoff,  and 
Huber's  Histology 


AText-Bookof  Human  Histolofiry.  Including \ficroscopic 
I'echnic.  By  Dr.  A.  A.  li<»MM  and  Dk.  M.  von  I)avid<»ff,  of 
Munit  h,  and  CI.  Carl  Himifk,  M.  TV,  Professor  of  Histology 
and  Embryology  in  the  University  oi  Michigan,  Ann  Arbor. 
Handsonio  otiavo  of  52S  [>ages,  with  377  l»eautiful  ori^'imil  illus- 
trations.     Flexible  rlolh,  5350  net. 

REC£NTLY  ISSUCD-5CCOND  RCVISCD  EDITION 

The  work  of  Drs.  Ftdlmi  an<l  HavidulT  is  wfll  known  in  (he  Gcnniin  edi- 
lion,  ami  lia>  lieoii  iiin-tnlercil  mic  of  (he  nio>(  pniclic;i]1y  iiM:rii1  Ktikv  uii  llie 
Kubjci'l  of  Human  llislolu^y.  1'hts  Atncrican  edition  1ms  bcrn  in  pmil  pnrt 
rcwriilen  and  ver>'  mucli  enlarged  by  I'r.  llul>cr,  who  hn6  alM)  a<ldc<l  over 
one  humiri-d  otiguml  iUu*itnilii<ns.  Dr.  llubetS  extensive  additions  have 
rendefed  the  work  the  most  complclc  students'  textlMXik  on  llistolr^y  in 
exigence.  The  biMjk  contains  jMriicularly  full  and  explicit  instructions  in 
the  matter  of  tethnic,  and  il  will  undoubtedly  pmvc  of  the  utmost  vnlue  to 
students  and  practical  worker:  in  the  lliMologic  Ijibornlory.  Special  atten- 
tion is  calleil  to  the  fulne^<»  of  the  text,  llie  larye  amuunluf  matter  un  techoic. 
and  (he  numerous  handsome  illu^rations. 


OPINIONS  or  THE    MEDICAL   PRESS 


Britiih  Medical  Journal 

"The  com)iine<l  Auihonhip  nf  to  nuay  dUtinriiIah«<!  men  bailed  to  the  prodaaioa  of  a 
moRt  valiMblc  w»fk.  The  <lliiM(»<i<>r*«  nr«  nioM  lirauttful,  auU  bcaullfuUy  r««cuicd,  aud 
tticir  Mii.ly  will  I.e  un  tMlii-aii'tn  in  t lie ui«t; Ives  '* 

Boiton  Medkal  and  Surreal  Journal 

"!»  umiuntumubly  n  tcitt>t><Hik  <.\  the  fir«  rank,  hnvinj;  b«fn  rarefiiltv  wnltct)  bjr 
Ihoraugti  ma«tert  nf  lb*  tubjeci,  and  in  certain  dinctiutn  it  u  mucb  superior  lo  any  other 
liiMoluglcal  iitKiiudl." 


American  Medicine 

"  li  i*  rrrn^Titml  ««  tlie  hi||he«t  nutlinriiv  in  Oermaay 
eves  aDyibiox  ct  it^  kind  now  In  prtui," 


A  book  nn  binolnfy  wbtdi 


SACXOEJiS'   £OOA'S  OX 


GET 
THE  BEST 


American 


THE  NEW 

STANDARD 


Illustrated  Dictionary 

Just  Issued-The  New  (4th  >  Edition 


The  American  Illustrated  Medical  Dictionary.     A  m 

ami  complclc  ditlionarv  of  ihe  terms  used  in  Mcditinc,  Surgei 
Dentistry,  I*hiimiacy,  Chemistn*,  and  kindred  branches;  with 
over  too  new  and  elaborate  tallies  and  many  handsome  illust] 
tions.  By  W.  A.  Newman  Dorij^nd,  M.  O-,  Editor  of  '*TI 
American  Pocket  Medical  !>iciionar>'."  l-irgc  o<  lavo,  nearly 
850  pages,  bound  in  full  tlexible  leather.  Price,  $4.50  net ;  wii 
thumb  index,  $5-00  net. 

Gives  A  Mfuumuin  Amount  of  MMter  In  &  Minimum  S|wce»  umI  nt  the 
Lowest  Pouible  Coit 

WITH   2000  NEW  TERMS 

The  immcdiair  .tuccMS  of  this  work  is  due  to  ihc  «^pr<>tftl  r«ilurr«  il 
distingni^h  it  from  oilier  tNKiks  of  its  kimi.      It  |>ivc^  a  ina^imum  nf  uialt^ 
in  «  minimum  spacr  and  at  »lir  lowest  |)o<i»hlc  ro*tt.      Though  it  is  ymctl 
ca]\y  unabridged,  yrl  by  the  u*c  of  thin  bible  (Mper  and  flexible  mi>njci 
binding   it   is  imly   iV   iiichfs   ihicV.      In    this    new   edition    the    U^ik    h 
been  ihurmighly  revised,  an<J   upwanl    of    two     thousand    new  !eml^   hive 
been  added,  thus  bringing  ihe  book  ab«>lulely  up  to  dnie.     The  book  con- 
tains hundiTd>t  iif  terms  iHft   to  be   ffMind   in  any  other  ilictionaiy,  *iftt  t< 
originAl  tables  ind  many  hant]<Mtme  lUu^mtions. 


PERSONAL   OPINIONS 


Howard  A.  Kelly.  M.  D.. 

••  Dr.  r>.iilatut'ft  ()i.lh>niirv   i>  ailmiriilile.     Il  ia  M>  well  fullctl  Up  >MI  «f  Msh 
niciil  »i>c.     N<i  <:rT>>n  have  Itccii  U>m^\  in  my  utc  i^  ti." 

RcMwell  Park.  M.  D.» 

/'r.'/rit.tr  of  Vrimvij^Us  ntff  f'ttftk*  ^  Smfftiy  nthl ^ Oinkmt  Surgrrf,  tfmft^i 

"  I  mti«i  3-  krioMUJitr  mv  ««ti.iit«timent  si  4««^n|t  hvw  mu 
Riailvrly  vniftll  iiv>iirv  I  fiinl  iitrftiiiti;  in  artiiil/r.  vwty  mm  li  i 
rated  In  findtuK  Mmic  uf  lltc  new  woru%  whuh  ikR  Hid  M  mbcj  i  —  i 


PATHOLOGV 


Sten^eFs 
Text-Book  of  Pathoio^ 

New  (5th)  Edition— Just  Issued 


A  Text-Book  of  Pathology.     By  Alfred  Stf.ncel,  M.  O./ 
Professor  of  Clinical  Medicine  in  the  University  oi  Pennsylvania. 
Octavo  volume  of  933  jjages,  with  394  text-illustrations,  many  in 
colors,  ami   17  full  i>a^'e  plates,  7  in  colors.     Cloih,  ^5.00  net; 
Sheep  or  Half  Morocco,  $6.00  net.  d 

WITH  394  TEXT-CUTS.   MANY  IN  COLORS,   AND  17  PLATES, 

7  IN  COLORS 

Zn  this  vrork  the  practical  application  of  pathcilogic  facts  to  clinical  roedi* 
cinr  is  coDAiilrrrd  murr  fully  llian  i:<  customary  in  wnrks  on  pathology.  In 
this  edition  ihc  rieolion  dealing  with  (ieneral  I'ulhulody  has  l)ren  n»ost 
extensively  ruvist*tJ,  sevcml  of  the  im]:N)rtiinl  cUa|»lers  hnvind;  Iwen  ptactically 
rt-wnttcn.  A  vcr)'  UM--ful  fiilililinii  i\  mi  ApfK-ndix  treating  kA  the  technic  uf 
pathoUtgic  nietluHls,  i^jvint;  brietly  the  mi>st  imiH>rt.iiit  mi'(hiHl!>  at  prcM:itt  tn 
asc  for  the  study  uf  puilioKigy,  incliwliii^,  however,  uuly  tliusc  mclhods 
capable  «>f  giving  aaliftfaclory  retult.*s. 


PERSONAL  AND  PRESS  OPINIONS 


A 


Wslltftm  H.  Welch.  M.  D.. 

Prt'/ft$i"  0/ P,%tk0l,'gy,jaknt  lU^kimM  Umivmity,  BAitimvrr,  ^frf. 

"  I  coMkl«r  the  work  abrcaM  of  m<>dem  pAtholoKV.  and  useful  to  boOi  midcDU  and 
pmcittHincr*.  It  prMcnu  in  a  coiKue  «nO  well-ccm*idere<l  form  ibr  rswrntial  fatcit  of  gcnermi 
and  tpecul  pathok'tfit  anitlmny,  wtili  murr  (ban  u»iui)  cinpham  upon  [»«lholi>gk:  (khyMnlni^  " 


Ludvitf  Hektoen,  M.  D.. 

Frvffttcr  r/  Ai.'4<t.V.f.  A'"**  'V^^fcoJ  Cothft,  CkUaffP. 

'•  I  rceard  it  a«  ihc  reoM  Mrvkcablc  text-book  for  students  on  this  subject  yei  wriiien 
an  Americao  author 

The  Lancet  London 

"  Tbift  volume  it  iniemM  tA  pmcHt  (he  inbjecl  of  paihnUiry  la  «>  pradkml  a  (bna  •• 
powible.  and  murr  r».cw.-t«llv  (rt-m  (lie  |f.iiii  ul  »tcwt..l  ihc  '  dinttitl  |M>iholucisl.'  Th»M 
Mlbjcci«  have  l«r«-ii  faitlifiilly  rairir.l  util.  und  a  vultuititi:  tr-ftt-hottk  u.  lb<  ft-*ull.  Wcran  touai 
hvoraUy  recommend  ii  luuur  readers  aa  a  thoruughly  practical  work  uu  Lltmcal  p«lltui<i[> 


1 


SACXDEPS'  BOO  AS   OU 


Mallory  and  Wright's 
Pathologic  Technique 

Recently  Issued— Third  Edition.  Enlarged 


Pathologic  Technique.  A  Practical  ^fanlIal  for  Workers  in 
Pathologic  Histology,  including  Directions  for  the  Performance 
of  Autopsies  and  for  Clinical  Diagnosis  by  Laboratory*  Methods. 
By  Frank  B.  Mallorv,  M.  D.,  Associate  Professor  of  Pathology, 
Harvard  Univereity  ;  and  James  H.  Wright,  M.  1^..  Director  of 
the  Clinico- Pathologic  I.aboratories,  MassachnsetLs  (leneral  Hos- 
pital. Octavoof  469  pages,  with  1 38  illustrations.  Cloth,  J;i. 00  net. 

WITH  CHAPTERS  ON  POST-MORTEM  TECHNIQUE  AND 
AUTOPSIES 

In  revisinR  the  book  for  ihc  new  edition  the  authors  hnve  kept  in  view  the 
needs  oC  the  laboratory*  worker,  whether  student,  practitioner^  or  pathologist, 
for  a  practical  manual  of  histologic  And  baclertiilot;ic  me-lh<Kl<>  in  ihc  study  of 
pnthologic  niAlerial.  M^ny  parts  have  t>ern  rewritten,  many  nfw  niethtMU 
hflvc  beeu  arlded,  and  the  number  of  illustrations  hiLs  been  considerably 
increa^d.  Among  the  many  changes  and  additions  may  he  mentionMl  the 
■mphficatioii  ol  the  description  of  the  Tarasitc  nf  Acttnomyco^is  and  the 
in>i.-rtion  ot  descriptions  of  the  Hacillus  of  Bubtmic  I'lague.  of  ilu-  I*ara.site  of 
Mycetoma,  and  Wright's  melhuds  fur  the  cultivation  of  .\naerobic  Bacteria. 
These  have  also  been  added  new  slainiug  methods  fur  clastic  tiisuc  hf 
Weigcrt,  for  bone  by  Schmorl,  Jind  for  connective  tissue  by  Mftlloiy. 


PERSONAL  AND   PRE:SS  OPINIONS 


WtUifim  H.  Welch,  M.D.. 

Vt ••fritter  of  Vatk.'io^x.Johtit  Hff>kina  Unre/rtHy,  BaUtmoirf,  MJ, 

*'  I  liNve  LwL-n  I'HtkrriK  furwarO  tu  the  publicution  of  llii*  ln">lL,  mid  1  am  glad  tu  say  that 

1  TiikI  it  ii  tnti^t  ii^clul  tatrumiiwy  and  puM-mirrirm  fiitUlc,  full  ul  |rra<tii..tl  infurtnalktn  bikI 

well  ui<  !••  ililtc." 

Boflton  Medical  &nd  Surgical  Journal 

*'  I'hi^  in>Htii.il.  «iiii'r  ii<>  firM  a|i(i«4rarH:<^,  tins  ti«en  recuKm/cd  a%  iKe  9A»t¥\*rA  Kiiiile  la 
patbolosiial  if^hdtijtir,  mmO  Km  ItetMntc  well  nlifh  liHli»ficiw«bk  iv  iIm  UlKnmluty  worker.** 


E.^rR/^yoLOGW 


Heisler^s 
Text-Book  qf  Embryolo^ 

Second  Edition,  Thoroughly  Revised 


A  Text-Book  of  Embryolog:y.  By  John  C.  Hkisler,  M.  D., 
Professor  of  Anatomy  in  the  Mediro-Chirurgica!  College.  Phila- 
dclfihia.  Octavo  volume  of  405  |»ages,  with  196  illustrations,  32 
of  them  in  colors.     C'loih.  $2.50  net. 

WITH    196    ILLUSTRATIONS.  32  IN  COLORS 

The  facl  nf  ernhnoUto"  havinp  ncqutrecl  in  reccnl  years  such  Rrcol  inlcre?! 
in  connection  vith  llic  (caching  and  uith  ihe  prr>per  C(>nipr(;hefi<:inn  of  humnn 
anatomy,  it  ■■>  nf  tir^iit  inipctrtance  to  Ihe  student  of  medicine  thai  a  cntici^i-  and 
jet  sufficiently  full  tcx,t'l>ook  \t\\oxx  the  <tuhjc(t  t>c  available.  In  this  edition 
the  work  htis  been  thoroughly  rt-^-ised.  and  s^uch  additions  have  t>eru  made  as 
Ihe  pntgrevs  of  the  science  ha*  rendered  necessary'.  Mttrc*ivct,  the  entire 
work  h»s  been  generally  improved.  The  chftpler  ircfliinf;  of  the  I  >ecidiiur 
and  the  Placenta  basi  been  rewritten,  as  has  al.<to  the  greater  part  kA  that  u|Rin 
the  Chorion,  In  addition  to  (he»c  changes,  »eveni)  new  dlu^^trationv  have 
been  added. 


PERSONAL  AND    PRESS   OPINIONS 


G.  Carl  Huber.  M.  D., 

/V.-r;  ;j<.r  ,y/  //t'lT,}/,!^  .tut/  Emfityi'/'xr-  '  '•"'••'^"'r  ••/  MuMijcan,  Ann  Arf-^r, 

"  I  find  ih*  »rronil  eilitii-n  '>f 'A  TejuBtwIi  of  Embrjoloipy  '  \ry  Pf-  Hrhkr  an  (mprove- 

mmi  Oft  !t»r  fiMi.     Ihr  fiiturrt  added  increue  frrally  ihc  value  of  the  wctk.     I  am  axmia 

rfcommenilinii  U  tn  nur  stuil«ms." 

WaUam  Watfien.  M.D.. 

"  li  U«yi.tematir,  w^irniiAc,  full  <>f  timplicil)'.  and  JWH  Mch  «  work  «■  %  moillat  Mudcni 

win  b<  al'lr  lu  r.imi-rfKtnil." 

BirmbiiEham  Medical  Review.  England 

"  Wr  *an  mn*!  lond'tt^nity  rrcnmmetid  l>r.  Hei*ler*»  bo-Ii  \n  the  Mtudeirt  ••f  liinloiry  or 
mcdtcinr  Toe  his  tnrcful  Mthlv.  if  hi«  aim  be  in  acquire  a  fettund  und  (•racik-al  iii:t)ii«Jniancc 
wtah  the  sabject  d  embryul(i|[y." 


McFarland*s 
Pathogenic  Bacteria 

The  New(Sth)Cdition.  Revised 


A  Text-Book  upon  the  Pathogenic  Bacteria.     By  Josi 
McFarland,  M.  D.,  Professor  of  l*atholog>'  and  Bacteriology 
the   Medico-Chirurgical  College  of  Philadelphia;  Pathologist  t? 
the    Mcdico-Chiniryual    Hospital,    Philadelphia,    etc.       Otlavo 
volume  of  647  |*ages,  finely  illustrated.     Cloth,  $.VS°  "C^- 

JUST  ISSUED 

This  bonk  give?!  a  concise  account  of  tlic  trcltnicnl  proccduie^  nftcTwaryj 
the  itutly  oi  bncu-rinlo^y,  a  brief  cli-scripiinn  cif  iln-  Ufc-hi^u^ry  of  the  impii 
pulhot^L'niu  U-iv(i-n,i.  ami  sulticifnt  descriptinii  of  (he  |uthol<igic  lcMun>  dcci 
ptinyiiig  thr  iiiiii'0-i>r^Aiii-*ma)  mvuhiuiis  to  gi%c  ati  i<lui  of  (he  origin  uf  )>yi 
t'-m*.  and  the  cuii-ief  <»f  'leath.      The  illii«>lrnli<tn<^  arc  mainlv  rvprrxiut ttonsi 
the  \)csi  the  wiirld  aflfords,  nnd  are  benutifullr  and  accurately  executed. 

H.  B.  Anderson,  M.  D., 

yv.yi-ij.'r  j/  /'.t/^.'/.'t^-  amJ  B'WtfrMffl^,  Trinity  Mfdkrsl  Ct>iltgr.  T^r^tita. 
"  Tht  hf^At  h  a  latlmttory  ooc.  and  1  tball  lain  pleuare  la  rccommeDdinit  (l  10 1 
»tudcnU  uf  Trinilx  L'ultrgc." 


HilPs 
Histolo^  and   Organography 

A  Manual  of  Histology  and  Orj^anoicraphy.     By  Cmakits 

Kill,  M.  IX,  Professor  of  Histology  and  Kmbryolog)*,  North- 
western University,  Chicago,  i2mo  of  375  pages,  with  150 
illustrations. 

JUST    READY 

Dr.  llilPs  fifteen  year*'  ei|>crience  as  a  teacher  of  hiMolo^  ha*  enaWett 
him  lo  jitr^rnl  a  work  chnrncterixed  1^  elfan«r-v»  and  lifr%ily  uf  ^tyle  and  a 
(t'fiiptetene^^  of  di.%us«iun  nrvly  met  in  n  book  uf  iu  preieOMuns.  The 
mouth  and  teeth  are  given  particular  conbideruliua. 
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Eyre's 
Bacteriologic  Technique 

The  Elements  of  Bacteriologic  Technique.  A  Laboratory 
Guide  for  the  Medical,  Dental,  and  Technical  Student.  By  J.  W. 
H.  Eyre,  M.  D.,  F.  R.  S.  Edin.,  Bacteriologist  to  Guy's  Hospital, 
London,  and  Lecturer  on  Bacteriology,  Medical  and  Dental  Schools, 
etc.    Octavo,  375  pages,  with  170  illustrations.    Cloth,  $2.50  net. 

'ITiis  book  presents,  concisely  yet  clearly,  the  various  methods  at  present 
in  use  for  the  study  of  bacteria,  and  elucidates  such  points  in  their  life-his- 
tories as  are  debatable  or  still  undetermined.  The  illustrations  are  numerous 
and  practical. 

MMfical  Newt,  New  York 

"  or  the  many  laboratory  guides  constantly  being  issued,  this  book  is  undoubtedly  the 
best  that  has  reached  us." 

Warren's 
Patholo^  and  Therapeutics 

Surgical  Pathology  and  Therapeutics.  By  John  Coi.i.ins 
Warren,  M.  D.,  LL.D.,  F.  R.  C.  S.  (Hon.),  Professor  of  Surgery, 
Harvard  Medical  School.  Octavo,  873  jiages,  136  relief  and 
lithographic  illustrations,  %'}^  in  colors.  With  an  Ap[)endix  on 
Scientific  Aids  to  Surgical  Diagnosis,  and  a  series  of  articles  on 
Regional  Bacteriology.  Cloth,  $5.00  net;  Sheep  or  Half  Mo- 
rocco, $6.00  net. 

SECOND   EDITION.  WITH   AN  APPENDIX 

In  the  second  edition  of  this  book  nil  the  imiwrt.int  changes  have  been 
emUxlied  in  a  new  Appendix.  In  addition  (o  an  cnunieralionof  the  scientific 
aids  to  surgical  diagnosis  there  is  presented  a  series  of  sections  on  regional 
bacteriology,  in  which  are  given  a  description  of  tlie  flora  of  the  affected 
part,  and  the  general  principles  of  treating  the  affections  Ihcy  produce. 

RoiweU  Park.  M.  D.. 

In  the  Harvard  Cra.iualr  Maffasine. 

"  1  ihink  it  is  ihe  mtwl  creditable  bi«»k  on  siirRiral  palholojry.  and  the  most  benutiful  medi- 
cal illustration  of  the  bookmakers'  art  thai  has  cvtr  Ixreii  issued  from  the  American  press." 
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Dtirck  and  Hektoen's 
Special  Pathologic  Histology 

Atlas  and   Epitome  of   Special  Pathologic  Histolojcy. 

Ky  Dr.  H.  Dltrck,  o(  Munich.  Edited,  with  additions,  hy 
Li;i>viG  Hf.ktoen,  M.  I).,  rrofessor  of  Pathology,  Rush  Medical 
College,  Chicago.  In  two  jjarls.  Fart  I. — Cirrulatory,  Respira- 
tory, and  Gastro-iniostinal  TracLs.  120  colored  figures  on  62 
plates,  and  15**  pages  of  text.  Part  11.  —  Liver,  Urinary  and 
Sexual  Organs,  Nervous  System,  Skin,  Muscles,  and  Bones.  123 
colored  figures  on  60  plates,  and  192  i>ages  of  text.  Per  part: 
Cloth,  ;$3.oo  net.     ///  Sauftiicn'  Ilami-AUas  Series. 

The  great  value  of  these  plates  i»  that  they  represent  in  the  exnci  eolon 
llie  eliffct  Ki{  ibe  stnjns,  wliich  is  uf  such  great  importance  for  iJie  diAcreulia- 
lion  of  tisiiuc.     The  icxt  ptjrliun  of  the  book  is  ndniirublc. 

WUIuun  H.  Welch.  M.  D.. 

"  1  cuBuiWr  D&rck's  'Aitiu  uf  Spcciul  P.-tthologtc  Hiuoluiry.'  edited  Ky  Hektorn  ft  *cry 
tu«fttl  book  fur  5tudent>  and  uthcr*.     I'hc  plates  are  Hdmimlijc." 

Sobotta  anb  Huberts 
Human  Histolo^ 

Atlas  and  Epitome  of  Human  Histolojiry  and  Microscopic 
Anatomy.  Hy  I'rivatdocknt  Dr.  J.  SinuvriA,  of  \N'iiiv.l»urg. 
Kdited,  with  additions,  by  G.  Carl  HtrBER,  M.  O.,  Professor  of 
Histology  and  Embryology,  and  Director  of  the  Histological 
l^iboratory,  University  q{  Michigan.  Ann  Arbor.  ^Vith  114 
colored  figures  on  So  plates,  68  text-illustrations,  and  ^48  |>ago 
lof  texi.     Cloth,  54.50  net.     In  Saunders^  Hand-Ailas  Series. 

L«wellx>  F.  Barker.  M.  D.. 

•*  I  ct>iiirr>tulj<e  yoi)  \\\Htn  ihe  ■ppraninrr  i»f  thi<  volam«.  Thr  iHiiMnunni*  arr 
C«rtB)nly  vny  (<im-.  uml  IV  Hat**^  li«»  mmde  imjm^tMM  ttniirtlHilkJiw  to  the  Icxt.  Utt 
hnak  «liuuM  have  «  large-  •ale." 
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American  Text-Book  of  Physiolo^^ 

American  Text-Book  of  Physiology.  In  two  volumes. 
Edited  by  William  H.  Howell,  Ph.  D.,  M.  D.,  Professor  of 
Physiology  in  the  Johns  Hopkins  University,  Baltimore,  Md. 
Two  royal  octavo  volumes  of  about  600  i>ages  each,  fully  illus- 
trated. Per  volume :  Cloth,  I3.00  net ;  Sheep  or  Half  Morocco, 
13-75  net. 

SECOND  EDITION.  REVISED  AND  ENLARGED 

Even  in  the  short  time  that  has  elapsed  since  the  first  edition  of  this 
work  there  has  been  much  progress  in  Physiology,  and  in  this  edition  the 
book  has  been  thoroughly  revised  to  keep  pice  witli  this  progress.  Tiie 
chapter  upon  the  Central  Nervous  System  has  been  entirely  rewritten.  A 
section  on  Physical  Chemistry  forms  a  valuable  addition,  since  these  views 
are  taking  a  large  part  in  current  discussion  in  physiologic  and  medical 
literature. 

The  Medical  Newt 

"  The  work  wilt  sund  as  a  work  of  reference  on  physiology.  To  him  who  desires  lo 
know  the  status  of  modern  phyMoltwy,  who  expects  to  obtain  KUKi^estions  as  to  further 
physiologic  inquiry,  we  know  oi  none  tn  English  which  su  eminently  meets  such  a  demand." 

Stewart's  Physiology 

A   Manual   of   Physiology,  with    Practical    Exercises. 

For  Students  and  Practitioners.  By  G.  N.  Stewart,  M.  A., 
M.  D.,  D.  So.,  Professor  of  Physiology  in  the  University  of 
Chicago.  Octavo  volume  of  911  pages,  with  395  text-illustra- 
tions and  colored  plates.  Cloth,  $4.00  net. 

JUST  ISSUCD-NEW  (Sth)  EDITION 

This  work  is  written  in  a  plain  an'l  attractive  style  that  renders  it  ]iarticu- 
larly  suited  to  the  needs  of  students.  The  systematic  portion  is  so  tre;itc<l  ihat 
it  can  be  used  independently  of  the  practical  exercises,  which  constitute  an 
im}x>rtant  feature  of  the  book.  In  the  present  e<!ition  a  considerable  amount 
of  new  matter  has  been  added,  especially  to  the  chapters  on  Blood,  Digestion, 
and  the  Central  Nervous  System. 

PhiUdelphia  Medical  JounuJ 

"  Tho«e  familiar  with  the  attainments  of  Prof.  Stewart  as  an  oriKinal  investigator,  as  a 
teacher  and  a  writer,  need  no  assurance  that  in  ihis  volume  he  has  presented  in  a  terae, 
concise,  accurate  manner  the  etsential  and  best  established  facts  of  physiology  in  a  most 
attractive  manner." 
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Levy  and  Klemperer's 
Clinical   Bacteriolog[y 

The  Elements  of  Clinical  Bacteriolog:y.     Ity  i)Ks.  EknST 
Lkvv  aiiti   I'l.i.ix    Ki.i.Mi'i.Kiu,  uf  ihe   l-uivcrsity  ol'  Sirasluirg 
Translated  and  edited  by  Augustus  A.  Esjiner,  M.  D.,  Tro- 
fcssor  of  Clinical    Medicine,    I'hiladelphia   Polyclinic.     Octavo 
vohnne  oi'  440  l>ages,  fully  illustraied.     C'lolh,  5^.50  net. 

S.  Soln-Cohen.  M.  D.. 

"  I  cuinidet  It  an  cxcellcni  book.     1  have  rccotnmendol  ll  ill  i|>cAkini|  w  my  HuOcnu.** 

Lehmann,  Neumann,  and 
Weaver's  Bacteriology 

Atlas  and  Epitome  of  Bacteriology:  iNCLunmo  a  Trxt- 
R(H>K  OF  Sp£cial  BACrEKiOLOGic  Diagnosis.  By  Prof.  Dr. 
K  B.  Leh MANN  and  I)r.  R.  O.  Neiimasn.  of  Wurzburg.  rnrnt 
the  Second  Jicviwd  ami  ICn/at^eJ  German  Jufition.  Edited, 
with  additions,  by  G.  H.  Weaver,  M.  D.,  Assistant  ProRssor 
of  Pathology  and  Bactcrioloj:y,  Rush  Medical  College,  Chicago. 
In  two  |jarts.  Part  1. — 63*  colored  figure*  on  69  litho};ni]>hic 
plates.  Part  II. — 511  [ages  of  text,  illustrated-  Per  i»art : 
Cloth,  ^52.50  net.     In  Stiutuiers*  Hand- Atlas  S,rncs. 


Lewis'  Anatomy  and  Physiology 

Anatomy   and    Physiolojcy   for    Nurses.      Hy    I  i-Rov 

Lewis,  M.I),  Surgeon  to  and  Ix-cturer  on  Anatomy  and  Phybi- 
Ology  for  Nurses  at  the  T-cwis  Hospital,  Bay  City,  Michigan, 
isnii  of  317  pages,  with  146  illustraiious.     Cloth,  ^r.75  net. 

JUST  ISSUED 

The  authui  has  hn^O  Oie  plan  utid  »<.o|ic  uf  )ii<h  work  (>n  tbc  mrthodi  be 

tuts  eni|jloycd  m  teaching  the  Mibjccts,  and  ha3  mode  tbc  text  nnusually  sua* 

c  and  clear. 
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Senn'S   Tumors  second  Revi^d  Edibon 

Pathology  and  Surgical  Treatmkst  of  TuMOks.  Itv  Nn;m«i  as 
Senn,  M.  D.,  1*H.  D.,  I.L.O.,  Professor  of  Sunjery,  Rush  Sletiical  Col- 
lege, Chicago.  Handsome  octavo,  718  pages,  with  478  engravings, 
including  12  full-page  colored  plates.  Cloth,  $5.00  net;  Sheep  or 
Half  Morocco,  ;^.oo  net. 

"The  moat  exhatutive  of  any  recent  book  in  English  nn  this  subject.  It  is  well 
illustraled,  and  will  doabtleu  remain  as  the  princi|>al  monograph  on  thr  subject  in 
our  laDfuage  (or  ftotne  ytAn."—JourM4ii 0/  the  Anuricait  MeditAi  AssocuUiom. 

Stoney's  Bacteriolo^  and  Tcchnic  "^^^JlST' 

Bactkriology  and  SuRfacAL  Ti-riiNic  FOR  Ni^KSEs.  Ilv  Emily 
M.  A.  Stoney,  Su|ierinlendent  of  the  Training  Sch<Mil  for  Nur-.es  at  the 
Carney  Hospital,  South  Boston,  Mass.  Revi.sed  by  Frkdkkic  K.  (Jkif 
FITII,  M.D.,  Surgeon,  New  York.  l2mo  of  278  |>agcs,  profusely  illus- 
trated.   Qoth,  $1.50  net. 

"  These  uibjecis  are  treated  moct  accurately  and  up  to  date,  without  thr  super- 
fluous readinc  which  is  so  often  employed.  .  .  .  Nurses  will  5nd  this  book  of  the 
greatest  valDC." —  Tht  Traimed  iJurst  and  Hospital  Krvirw. 

Clarkson's  Histolo^ 

A  Text-Book  of  Histology.  Descriptive  and  Practical.  For  the 
Use  of  Students.  By  Arthur  Ci.akkso.n,  M.  It.,  C.  M.  Edin.,  fur 
merly  Demonstrator  of  I'hysiology  in  the  Owen's  College.  .Manclitstcr. 
England.  OctaTO,  554  pages,  with  174  colored  original  illu>trations. 
Cloth,  $4.00  net. 

"The  volume  in  the  hands  of  students  will  greatly  aid  in  the  comprclu-nMon  of  a 
subject  which  in  most  instances  is  found  raihcr  dilTicull.  ...  1  he  work  must  be  con- 
sidered a  valuable  addition  10  the  list  of  available  text-books,  and  is  tu  be  hiKhly 
recommended."— AVi«  y'ork  Medical  Journal. 

Gorham's  Bacteriology 

A  Laboratory  Course  in  !iACTFRioi.o<;Y.  For  the  I'se  of  Medical, 
Agricultural,  and  Industrial  Students.  Hy  Fkki.kktc  P.  (Jokham, 
A.  M.,  Associate  Professor  of  Biology  in  I'.rwwn  Cnivcrsity.  Provi<lencc, 
R.  I.,  etc.      I2mo  of  192  pages,  wiih  97  illuMralions.     Cloth,  Si. 25  net. 

"One  of  the  best  students'  laboratory  suia«  to  ihr  sii.,ly  of  bacleridoKy  on  th.| 
market.  .  .  .  The  technic  is  thoroughly  m.KUrn  .iiul  amply  ^uftltleul  (or  all  pracin.al 
^avyo%K^."-~Amuricam  Journal  tj  thi  Medtcal  ikiencfs. 

^  ••      *«.«         •    %     J  Recently  Issued 

Raymond  s  Physiology  New  oa)  Edition 

Human  Physiology.  By  J(^fpm  H.  Ravmono  A.  M^.  M.  f*  ■  1>'- 
fessorof  Physiology  and  Hygiene,  Ix^ng  Island  College  Hospital,  New 
York.     Octavo  of  685  pages,  with  444  illustrations.     Cloth,  $3.50  net. 

"The  book  is  well  gotten  up  and  well  primed,  and  may  be  r«rgarded  as  a  inisl- 
wo«hy%Sae  for  the  student  and  a  useful  work  of  «f«f"«/"r  '^rg^"-  P^J^t. 
tionerf    The  illustrations  are  numerous  and  are  well  executed.   - /»*  Z-iik://,  lA>ndon. 
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BairS    BaCteriolo^  RecenU^  htued-nfth  Edttioii.  Revued 

Essr.NTIALS  OF  Ual  fEKloLOGV :  being  a  concise  and  &v»lcnialic  iiKro- 
duction  (o  the  Study  of  Microorganisms.  By  M.  V.  Bali,  M.  D  .  late 
liacrcriologisl  to  St.  Agues'  Mospilal,  t'hiladdphia.  i2mo(.f  236  pages. 
with  96  illuMrations,  si>me  in  tolors,  and  5  plalcs.  CIolli,  fi.co 
///  SiiHiiJrrs'   (jHestion'ii'itipiH^f  Strtfj. 


"TTie  liN^hnic  wlih  rvRard  to  media,  niftinloff,  mounting,  and  the  like  i«  culled 
lilt  Uiul  Auihuritntivc  wiwka."—  7"A*  MtJitrnfTimt;  New  York 


Budgett's  Physiolo^ 


1 


Recently  t»< 
New  t3d)  Edidon 

H-.MLMIAIS  «iK  rHV.>i>iHK;v.  rreparnl  especially  fcr  Stmlenu  of 
Medicine,  and  anaiii^tnl  will)  questions  following  eacli  t'mpteT.  By 
Sidney  I'  Hri^-.KTT.  M  t>..  t'rofcs>r.r  of  I'h>5i..lugy.  Medical  I»ep«rt- 
nieiil  of  Washington  University,  St.  I^ouis.  l6inu  volume  of  245  [Age>s. 
finely  illustrated  wilh  many  full  j.tgc  liulftunes.  Cloth,  ill  00  net.  i'n 
SauNJi-rs    Question- Cum f'fttj  S^iUi. 

"  He  haft  an  excrllriit  iznai-t^ptlon  t>f  bit  ftubjet:!  Ii   ik  anr  of  the  flii»t  talbfac- 

t<frv  btiok«  of  ll)i«  i:U^».  —f  'utfr-rft/f  .>f  t',»Htrhutnt,t  Afrtiizt*!  Httllrli- 

t  *       «*•    <     1       «  Recently   Issued 

Leroys  Histolo^  New  13d) 

KEsKNxrAi.s  f)K  HisroLc<;Y.     By  Louis  Ivkov,  M.  D  ,  Trofes-sor, 
Histology  and   Fathi>I<>gy,  Vandrrbill    University,  Nashville,  Tcniu'; 
12010,  375  pages  with  92  original    Ulu&tratioDK.     Cloth.  $i.co  uct.     In 
SauitJers^   Question- Co fuf>i:u,f   Series. 

'*  Th«  work  in  it*  pvcicnt  fnno  >bind»  a»  a  mtidci  *4  what  a  »lud»-f«'»  aid  «h<<uM  !• 
and  w<?  iiuhrftiian'nKiv  «uy  ilut  the  untLiiiioner  «a  well  would  find  h  glaocc  ihnjush 
the  liouk  oi  Uistiii);  benefit  " — /"ht  .Ufiutti  tt't^t/J,  rbiladdithla. 

Bastin's  Botany 

Lahoraiokv  KxtRCiSES  IN  BoTANV.      By  the  late  EDs*tN  S.  Bt 
M.  A.     Octavo,  536  I'flges,  with  87  plates      Cloth.  ?2.0f3  ncL 

Barton  and  Wells'  Medical  Thesatinis 

A  Thk-albls  <>»■  MfctiRAi.  Wt'ki'S  ani'  PuwA^t-s.     By  Wii  rm-n  M 
HarT'-n.  M.  L),  AtMstant   IVofes^ir  nf  Materia  Mcilica  nnVI  Th- 
tics;  and  Waltkh    A.  Wki  1.^  M.  !>..   Demnnsliator  of   I^ini. 
Gct.rgelown  Universily,  WasliiiigtoD.  D.  C.    unio,  534  i«gc-v     i 
le&thet,  52.50  ncl. 

.  rourlh  Edition.  Re^ 

Ajnencan  Pocket  Dictionary        RecenUy  usued 

Amkkican  1'<h.ki.i  Mkiucai  Imciu'Nakv  Idiicti  hy  VV.  A. 
Newman  Dorland,  M.  I>.,  Awiistant  Obstetrician  ic  ilic  Uospiul  of 
the  Univrrstly  of  rcnnsylvania.  Contnininc  the  pronunciatirm  ami  d« " 
nitiiiii  of  the  princi|4l  words  uvcl  ni  medicioe  anil  kindred  sociit 
with  64  exten-tive  lablck  Handsomely  Intund  in  flexible  leather, 
gold  cilgci,  51.00  net;  wilb  pateni  thumb  nilcx.  Jtl.35  net 

'*  I  can  recommend  U  to  cm  ifudcfit*  wlibMii  rctervc"— J.  H.  H'jllamd.  M^ 
#/•/*/  Jtffr*te-n  M^k^  C*U4gr.  PhiUacl|»hw. 
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